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Abstract 


This book explores the rapidly changing 
status of alternative medicine in Canada, new 
developments in the evolving relationship 
between alternative medicine and the orthodox 
medical establishment, and changes occurring 
in health care delivery strategies in the North. 
Special attention is paid to the practice and 
efficacy of Native Indian medicine and the 
practical problems resulting from the transfer 
of responsibility for health care from the federal 
government to local communities in the North. 
The book will be of interest to health care 
professionals, Native groups, and students in 
the social sciences and health-related fields. 


Preface 


In November of 1986, the Boreal Institute for 
Northern Studies of the University of Alberta 
sponsored a conference on “Knowing the North: 
Integrating Tradition, Technology and 
Science.” One of the workshops for this 
conference, chaired by myself, was called 
“Traditional and Western Medicine in the 
North.” Participants in the workshop included a 
somewhat unique assortment of medical 
doctors, nurses, practitioners of alternative 
medicine, social scientists, a nutritionist, a 
lawyer, a medical economist, consultants, and 
graduate students. What all of these 
individuals had in common was a concern over 
the fact that the existing health care delivery 
system is not adequately equipped to deal with 
health problems in the Canadian North, 
particularly at a time of great social change. 
The major sources of change are the 
quickening pace of northern development and 
the growth of the self-determination movement 
which will eventually see health care in 
northern communities move more and more out 
of government hands and into the hands of local 
groups. 

One major issue addressed in the workshop 
was whether alternative medical practices, as 
opposed to the Western, orthodox system, have a 
role to play in providing better health care, 
particularly in the North. The general feeling 
seemed to be that holistic forms of therapy have a 
good deal to offer because they tend to emphasize 
prevention rather than symptomatic relief of 
illness; they encourage individuals to assume 
responsibility for maintaining a healthy 
lifestyle rather than looking to a doctor for a 
“quick fix”; and they will become increasingly 
attractive economically since orthodox health 
care, with its emphasis upon high technology, 
may become unaffordable by the turn of the 
century. 

Moreover, like it or not, a parallel system of 
orthodox and alternative health care practices is 
already in place and orthodox medicine is 
facing an increasing challenge as there 
appears to be the beginnings of a renaissance in 


Native medicine and a rapid growth of the 
holistic health movement among non-Natives. 
Given this situation, the group considered 
whether or not the two systems (orthodox and 
alternative) should be left as they are, 
coordinated in some way, or integrated into a 
single system under the health insurance 
umbrella. Several participants argued that 
integration of orthodox and alternative systems 
would be unworkable and undesirable for a 
variety of reasons. For example, Native healers 
might want little to do with the bureaucratic 
paperwork involved and would also tend to 
resist setting up a fee schedule for services that 
are currently provided “free of charge,” on the 
assumption that patients will offer the healer a 
gift appropriate to their financial situation and 
to their perception of the value of services 
rendered. 

Some participants argued, however, that 
there should be some kind of coordination, or at 
least cooperation, involving techniques such as 
reciprocal referrals between alternative 
practitioners and the orthodox medical 
establishment. Other participants, while not 
disagreeing with this, argued that the funda- 
mental strategy should be to promote self- 
government at the local level. Local 
communities could then decide for themselves 
what kind of mix of health care services would 
be most appropriate for their specific conditions. 
Such a decentralized approach would constitute 
a challenge to the concept of equality, or 
uniformity, of health care embedded in federal 
policy, and could, therefore, encounter a variety 
of obstacles, legal and otherwise. It appears, 
however, that there is a growing willingness on 
the part of federal and provincial governments 
to listen to groups that can formulate a viable 
health care plan, even if it runs counter to 
existing laws. 

The workshop concluded with several 
resolutions calling upon the Boreal Institute for 
Northern Studies to make a concerted effort to 
encourage Native people to become more 
involved in research concerning health care 


issues. It was also stressed that the workshop 
was only a beginning and that a conference 
devoted exclusively to the issue of improving 
health care in the North would be helpful, 
particularly if the conference included 
representation from health care recipients as 
well as from health care providers. 

On a more mundane level, it should be noted 
that whereas the title of the workshop contrasted 
traditional and modern health care, it soon 
became obvious that the terms are unclear. 
“Western” medicine is as traditional for 
European segments of the population as Native 
medicine is for Canada’s original peoples. 
Likewise, calling Western medicine “modern” 
implies that Native and alternative practices 
are static and do not evolve in response to 
changing social conditions. Therefore, 
although it has problems of its own, we decided 
to replace the “traditional—modern” contrast 
with a contrast between orthodox and 
alternative practices. | 

Finally, this volume contains some of the 
oral presentations given at the workshop as well 
as longer, more academic papers either 
distributed at the session or solicited later. 
Therefore, there is a range of styles in terms of 
formality of presentation. We believe the 
papers, in all their variety, provide some sense 
of the dynamic state of affairs in the Canadian 
North and the sense of excitement about attempts 
to find new and better solutions to northern 
health care problems. | 

I would like to express thanks to all who 
participated in the workshop, and to Azula 
Houghton who helped organize one of the 
sessions. I would also like to thank Lise Swartz, 
Nancy Gibson, Laura Hargrave, and Janet 
Schwegel who assisted in editing. A special 
word of thanks is due to the Boreal Institute for 
Northern Studies for sponsoring the conference 
and to Nancy Gibson for coordinating 
publication efforts. 


David E. Young, editor. 
Edmonton, January, 1988 


PART I: 
ORTHODOX VS. ALTERNATIVE MEDICINE: 
AN EVOLVING RELATIONSHIP 


It is clear that the relationship between 
orthodox and alternative medicine is changing 
rapidly. What is not so clear is exactly where 
the relationship is headed. There is a growing 
openness on the part of many in the health 
professicns to the idea that mind and body must 
be treated as an integrated system and that 
many forms of alternative therapy are better 
suited to holistic healing than the highly 
specialized treatments often received in 
modern, Western-style hospitals. In general, 
nurses, because they are the ones who deal with 
more than the immediate medical needs of 
patients, are more cognizant than doctors of the 
value of the holistic approach to healing. Even 
among doctors, however, the winds of change 
are blowing. Whether these winds are gentle 
breezes, however, or strong enough to counter 
existing power structures and the increasing 
dependence upon drugs and high-tech solutions 
to disease and illness remains to be seen. 

Alternative healers, do not constitute a 
uniform group either. Many alternative 
therapists are eager for greater acceptance by 
the orthodox establishment and are involved in 
a variety of activities designed to accomplish 
that goal, such as attempting to weed out the 
incompetent in their own ranks and to 
introduce self-regulating procedures. Some of 
these therapists, such as acupuncturists, are 
meeting with some success in achieving 
recognition and a niche in the dominant 
medical model. Other alternative therapists, 
such as many Native healers, however, are not 
seeking greater acceptance by the medical 
establishment or the larger society. They 
simply desire to be left alone to practice their 
ancient skills on their own peoples. At the same 
time, there are some Native healers who, at 
considerable risk to themselves, are dedicated 
to experimenting with new concepts and 
methods, and believe that Native medicine and 


religion have a great deal to offer to society as a 
whole. 

It is also important to consider the general 
public. Here again, there is no consistent 
picture. The holistic health movement is 
growing, as evidenced by the number of new 
publications on preventive medicine and home 
remedies. Many people are demanding a more 
personal style of interaction with their doctors 
and better explanations of their illnesses and 
treatments. What is probably a majority of the 
people, however, continue to attribute greater 
wisdom and knowledge to the medical 
professions than is reasonable or fair. They 
continue to want the “quick fix” and refuse to 
assume the major responsibility for a healthy 
lifestyle. 

Given the push and pull between the forces of 
change and conservatism, we are in a period of 
dynamic flux which will probably continue for 
many years to come. It will not be merely an 
ideological battle, however. Many of the 
changes will be dictated by economic forces. It 
is highly unlikely, for example, that the trend 
toward high-tech solutions to health problems 
can continue beyond the turn of the century. By 
necessity, we may be forced to adopt more of the 
low-tech solutions used by developing countries, 
and to place greater emphasis upon prevention 
than crisis management. If so, the role of 
alternative therapists can only become more 
important. 

The following eight selections represent an 
interesting mix of approaches from academics, 
alternative practitioners, and consultants. 
These approaches range from espousing greater 
cooperation between orthodox and alternative 
practitioners to a call for more radical action. 


To Wear the White Coat: 
Options for Traditional Healers in a Canadian 
Medical Future 


James S. McCormick 


Abstract 


Traditional healers wishing to establish 
themselves legally and politically in the North 
are facing an extremely volatile medical situ- 
ation. Alternative health practices in Canada 
are increasing but the major legal, political and 
social confrontations between medical “world 
views” have not yet taken place. The result is a 
chaos of legal and political considerations. 
Governments, rather than Colleges of Physi- 
cians and Surgeons, appear to be taking the first 
steps to establishing a setting for “peaceful 
coexistence” of medical theories and practices. 

Alternative health practitioners in Canada 
currently survive using two strategies: (1) a 
conservative, careful attitude toward client 
selection and subsequent treatment and (2) use 
of ethnic or public pressure to keep governments 
and regulatory agencies in stasis. All indic- 
ations suggest that the next decade will see 
formal diversification of medical practice in 
the South. Until that time, Northern healers 
must choose their options and judge their risks 
on the basis of the strength of their community 
support. 


Introduction 


In an earlier paper (1986), Dr. Vernon 
Kobrinsky of the University of Calgary and I 
postulated that Canada is on the verge of having 
a multicultural medical policy. On a practical 
level, legislation and regulation in this country 
are steadily moving toward legitimizing and 
protecting alternative medical world views. 
These alternatives are not, however, adjuncts of 
current medical practice. Several are fully 
integrated medical systems and many are 


fundamentally at odds with the dominant 
medical tradition taught in our medical schools 
and practised in our hospitals and doctors’ 
offices. 

I would like to review quickly the basis for 
the development of this multicultural policy and 
then proceed to the options for traditional 
healers should they decide to “wear the white 
coat,” my metaphor for the assumption of a 
medical role in Canadian society. The options I 
present are based on my experiences with other 
traditions of health care in Canada which seek 
legitimization and subsequent protection from 
legal and political harassment. 

There is, of course, room for disagreement 
about the future of modern medicine. An argu- 
ment can be made that Native healers are 
simply anachronisms, much as practising 
herbalists, naturopaths, homeopaths, acupunc- 
turists and so on, are vestiges of another time, 
another place, another culture. Those academ- 
ics and health professionals who view tradition- 
al healing in this light are asked to suspend 
their disbelief for the sake of argument. 


Fragmentation of the Monolith of 
Medical Theory 


Recent events suggest that the first cracks in 
ethnocentric medicine in Canada are perma- 
nently in place. Scholars will readily accept 
that alternative or unorthodox methods of 
medical practice have continued unabated 
during the half century or so of the development 
of modern pharmaco-surgical medicine. What 
might come as a surprise is that the pattern of 
legislation and regulation established by the 
federal government is on the verge of re- 
legitimizing traditional healing materials and 


methods. Several documents and events stand 
out as indications of this trend. 


The Regulation of Botanical Medicines 


Botanical medicines stand at the core of 
almost every major alternative or traditional 
medical system on the planet. In January of 
1986, the Health Protection Branch of the 
Federal Department of Health and Welfare 
issued the Report of the Expert Advisory 
Committee on Herbs and Botanical Preparations 
(1986). This committee was selected by the 
government and drawn from _ industry, 
academia and the practising herbalists of 
Canada. Significantly, there was no medical 
doctor present on this committee, possibly 
because doctors familiar with the day-to-day use 
of herbs are either long retired or operate in the 
shadows. The committee was headed by a dean 
of a pharmacy department and was asked to 
present recommendations to the Minister of 
Health and Welfare to regulate the potentially 
hazardous sale and use of herbs in Canada. 

By way of background, in health food stores 
across Canada (which number about 900), herbs 
are sold singly and in combination, both in 
bulk form and in individual doses. Their use 
has been essentially unregulated. In the past 
several years, attempts by government field 
officers to seize or limit the sale of herbs for 
medicinal purposes has met with considerable 
public outcry. The government was in a 
peculiar double bind. If herbs are not effective 
medicines, they are foods (and therefore 
regulated by the Food Directorate of the Health 
Protection Branch). Regulation would therefore 
concern itself primarily with toxicity and 
hygiene. If herbs have a medicinal effect then 
the government has been woefully neglectful in 
proper regulation of potential drugs (the 
responsibility of the Drug Directorate of the 
Health Protection Branch). Even the determin- 
ation of what was food and what was a drug was 
unclear. 

Similarly, Oriental food and herb stores 
(also numbering in the hundreds) supply major 
ethnic groups, such as the East and South Asian 
communities, and a growing number of 
Westerners with the substances necessary for a 


complete Oriental health care system. 
Specifically, Chinese patent medicines are 
beginning to appear in health food stores and 
Chinese emmenagogic herbs such as tang kwei 
are expanding rapidly into common usage. 

In light of these two major sources of 
botanical medicines, the government sought 
expert advice. The committee report 
recommended a broad improvement in the level 
of education and manufacturing control in the 
Canadian herb industry. Most strikingly it also 
recommended that a separate category of 
product be created for sale in Canada. To be 
tentatively known as “Folklore Medicines,” 
these products are to have special labeling which 
identifies traditional uses and prominently 
notes that such claims are not based on 
“scientific” testing. 

A moment’s thought should bring the full 
significance of this recommendation to light. A 
regulatory structure for traditional medicinal 
products immediately begs the question of who 
will use them. These products are the “tools of 
the trade” for traditional and alternative 
medical practitioners. 

Though there is no chartered or collegial 
body in Canada to organize these practitioners, 
a complete body of practitioners has been quietly 
working and growing, spurred by the 
diversification of culture in North America 
during the 1960s and the major immigration 
from Oriental cultures in the seventies and 
eighties. These practitioners duplicate the 
services of the average M.D. in all areas except 
trauma and emergency care. Thus the implic- 
ations of the “Folklore Medicine” recommend- 
ation are truly far-reaching. 

Comments on the H.P.B. report were 
accepted up until September 30, 1986. 
Apparently, the response to this report, both in 
terms of requests for copies and responses, has 
exceeded normal levels for the Health 
Protection Branch deliberations. Public interest 
in this report is considerable. Currently the 
Branch is assembling a public Information 
Letter to review the responses to the report; 
however, magazine articles in the past six 
months have been overwhelmingly positive. 
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The Future of the Current Medical System 


Questions must also be raised as to the 
internal cohesiveness of the modern medical 
orthodoxy. Apart from sophisticated and 
genuine calls for more flexibility in modern 
medicine (Dossey 1982, 1984; Weil 1986) there is 
some concern over the viability of the health 
care system as a whole. In mid-1986, the Science 
Council of Canada released a discussion paper 
entitled Issues in Preventive Health Care (1986) 
written by senior writer Ray Jackson. This 
report devotes a major appendix, “Toward a 
Definition of Holistic Health,” to the issue of 
alternative medical perspectives. What is most 
striking however is the economic analysis 
presented in the body of this paper which 
indicates that Canadians will simply not be 
able to afford modern medicine if the current 
trends of expenditure continue. Preventive 
health care will be the only solution and it is 
exactly this area that has been dominated, by 
default, by the alternative and traditional 
health practitioners. 

Copies of this discussion paper have been in 
and out of print several times and with good 
reason. Issues in Preventive Health Care is an 
excellent introduction to the current critiques of 
the Canadian health care system. The paper 
highlights the scientific, political and economic 
concerns from within modern medicine. 


Growing Organization of Alternative Healing 
Systems 


In the face of internal disintegration, 
medical orthodoxy faces an increasingly 
organized opposition. In October 1986, the first 
meetings were held in Vancouver to assemble a 
coalition of holistic health organizations in 
Canada. This coalition brings together not only 
the fields of practice that have long been labeled 
“quackery” but also the organizations of nurses 
and medical doctors who are more openly 
supporting the use of less orthodox healing 
methods. Interns, physiotherapists, nurses and 
paramedics all have long term and conflicting 
goals in modern medicine. Their dissension 
can take the form of questioning the 
fundamental principles of orthodox healing. In 
tying the country together with a newsletter, 


regional representatives and an information 
database, this new coalition indicates the 
growing size and organization of alternative 
health practice in Canada. 


The Legal Future of Medical Orthodoxy 


Medical orthodoxy is irrevocably tied to its 
empowering provincial acts and its ability to 
“practice medicine” without fear of the 
Canadian Criminal Code. In this vein it is 
interesting to note that in October 1986, the B.C. 
Supreme Court held that under the Canadian 
Charter of Rights and Freedoms, the federal 
government did not have the right to restrict the 
sale of amino acids, a category of products 
which is controversial but which is sold 
prodigiously in the United States. 

While this case is destined for appeal to the 
Supreme Court of Canada, its significance lies 
in the fact that it brings the whole body of 
burgeoning science into the courts. As in so 
many other areas, the courts are being asked to 
sort out the true from the false in the realm of 
scientific research. In the meantime, the recent 
B.C. decision suggests that it will be more 
difficult for radical or heretical health products 
to be removed arbitrarily from public sale. 
Every health product carries with it an implicit 
statement about the theory and methods by which 
it can be used. Without uniformity amongst 
orthodox medical practitioners on even the use 
of vitamins and minerals, unilateral declar- 
ations about the efficacy of alternative health 
care systems may no longer be accepted in 
court. Significantly, in most cases of alleged 
malpractice or illegal practice by naturopaths, 
herbalists and midwives, witnesses for the 
prosecution are often forced to testify under 
subpoena. The public which consults alternative 
practitioners holds them in high esteem even in 
the face of tragedies. 

The preceding set of documents and events 
could be supplemented extensively by data on 
consumer action groups, medical license revoc- 
ation across the country, increased government 
regulation of medical practices and so on. The 
trend, which I hope is evident if not conclusive, 
is that modern medical orthodoxy is under 
pressure from every direction. Public confi- 


dence in orthodox medicine and practitioners is 
waning (Taylor 1984). Academics have been 
proposing for a number of years that the 
monopoly of orthodox medicine does not always 
correspond to better public health (Starr 1982; 
Hamowy 1984). Government management and 
intervention in health care (as evidenced by the 
recent turmoil in Ontario) is not serving to 
maintain the practical control of the Colleges of 
Physicians and Surgeons over Canadian health 
practice. If we extrapolate from health product 
sales and the appearance of alternative 
practitioners, the populace is using alternative 
medical practices in growing numbers. The 
government is undercutting the legitimacy of 
medical orthodoxy by directly and indirectly 
supporting alternatives. The development of 
science is creating substantial controversy over 
new health supplements such as vitamins and 
amino acids. Finally, alternative health 
practitioners themselves are becoming better 
educated, better organized and more effective. 

In light of all these trends, the future nature 
of Canadian health care is uncertain at best and 
it is in this uncertainty that traditional healers 
must make their choices. 


Options for Traditional Native Healers 


It is in light of the above material that I 
would like to outline some potential paths which 
traditional healers face. I have chosen to review 
the options according to the degree of control 
which healers either have or wish to have in 
future healing situations. I do so because that is 
the issue that is at stake in terms of a future 
medical policy in Canada. 


Co-option 


There are substantial precedents across 
Canada and in the Third World for the 
tolerance of folk ways in the modern health care 
system. Canada has tolerated alternatives in 
health care since its inception. Hamowy (1984) 
details extensively how Canadians, up until 
perhaps a century ago, were legally cared for 
under a welter of medical theories and 
programs. This history of medical theory and 
practice in Canada varies with the formation of 
each province. In the East, European and 
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American alternative practitioners were active 
long before there was legislation to regulate 
medicine. In the West, orthodox medical 
doctors were often intimately involved in the 
first settlement and political organization of 
provinces. 

In Canada we have had de facto tolerance of 
alternative health practice. Tolerance, how- 
ever, iS no acceptance. Tolerance can be as 
much a sign of overwhelming dominance as 
one of real acceptance. The first part of this 
paper suggests that the medical policy of the 
future will institutionalize heterodoxy. It is in 
the face of potential replacement, that modern 
medical orthodoxy will test its tolerance. 

In the Third World, and in North America, 
programs which permit the use of Native 
healers to supplement orthodox health care 
through the use of ritual or emotional support are 
a tacit acceptance of the secondary role of Native 
healing. Obviously, such subsidiary healing 
assistance is rarely brought into play in situ- 
ations where the client/patient is not from the 
traditional culture of the healer. It is worth 
noting merely the implicit assumptions about 
the efficacy of traditional healing that rest in a 
system that uses traditional healers as 
subsidiary resources. 


Co-operation 


Co-operation is a new stage of interaction 
with the modern health care system. Co- 
operation implies an acknowledgement of 
competence and such an acknowledgement 
must be negotiated. Once again, negotiation 
depends on the forms of power which each party 
brings to the table. It requires great courage for 
orthodox medical practitioners and the system 
they work in to voluntarily negotiate control of 
the healing situation with an outside party. The 
issue is At what point does the traditional healer 
assume the role of expert? At what point do the 
orthodox medical profession, the health care 
delivery system, the lawyer and the politician give 
up their power, in acknowledgement of the 
expertise of the traditional healer? 

Reviewing first the legal implications, the 
regulation of medical devices and drug or drug- 
like products is typically a federal concern. In 
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this regard, the aforementioned recommend- 
ations on Folklore Medicine make a co- 
operative situation more legally viable. 

It is my general understanding that the 
regulation of the health professions is a 
provincial responsibility delegated by our 
Constitution. In this regard, I am unaware of 
any statute which formally regulates Native 
healers; however, I am familiar with statutes 
which are in draft stages for acupuncturists and 
naturopathic doctors. 

The latter category is a profession which 
blends the medical styles of therapeutic 
modalities of the turn of the century with the 
nutritional and biochemical information of 
today. At last report, the province of Alberta 
removed the legislative charter of this group in 
September 1986 without consultation. 

Chiropractors are once again targeted for 
removal from provincial medical programs 
(under the guise of program austerity) and 
acupuncturists wait in something close to terror 
for the system of regulation which the province 
chooses to apply. 

Provincial regulation, understandably, 
tries to recast alternative health practitioners in 
the shadow of the provincial College of 
Physicians and Surgeons. Often medical 
doctors are chosen by governments as the 
ultimate arbiters for medical traditions (such 
as acupuncture, naturopathy and homeopathy) 
of which they are (and I choose the word 
carefully and with respect) profoundly ignor- 
ant. This leads me to the third viable option 
which I see for traditional healers in Canada. 


Independence 


The trend of modern public attitudes 
towards Western medical science is towards 
skepticism. Recent controversy over the 
statistics of cancer incidence and treatment 
only serves to highlight the dissension in 
modern medicine over whether it is fulfilling 
its “promises.” Jf governments grant indepen- 
dence for the medicinal substances of alternative 
practitioners (such as herbs and homeopathic 
remedies), if modern science cannot agree on 


1 See May issues of New England Journal of Medicine. 


methodological orthodoxy or reality, if the public 
and major ethnic groups show a marked 
resistance to the continued existence of a 
medical orthodoxy, what are the incentives for 
traditional healers to work with orthodox 
medical practitioners? 

The incentives are to practise broadly and 
openly without fear of government intervention, 
to offer health care to any person who asks for it, 
whatever ethnic background that person may 
come from. The question is whether, in the 
longer term, co-operation is necessary to 
acquire these goals. 

An example of thorough medical indepen- 
dence is provided by the Oriental communities 
of Canada. Well-organized, highly educated 
and conveniently isolated by language (both 
written and spoken), Chinese, Japanese and 
Korean medical practitioners have been in 
business in Canada for half a century . They 
have not been eradicated for very practical and 
political reasons. 

Despite attempts at understanding by 
Western science and legislators, practices such 
as acupuncture and Oriental herbology are only 
vaguely comprehensible when forced to fit 
Western medical theory. Imagine the outrage if 
medical doctors in Alberta were required to 
translate all medical documents into Blackfoot 
or Cree before they were allowed to treat Native 
patients. Perhaps, just perhaps, we should be 
equally amused by any requirement to 
legitimate Native healing traditions within 
Western conceptual frameworks. 

The example of Oriental and alternative 
healers in Canada is clear. Political power plus 
isolation equals independence. With all respect, 
it might be suggested that non-Natives simply 
do not deserve access to traditional health 
methods if by so doing they risk the integrity 
and existence of those methods. 

One example: superficial use of acupunc- 
ture by Western chiropractors and M.D.s has 
brought that system of healing to the edge of 
emasculation in Canada and the United States. 
Requiring traditional healing in the North to 
remould itself into a Western medical 
framework of instruction, documentation and 


organization might similarly reduce its 
effectiveness. 

Interestingly enough, a traditional healer 
in B.C. has just been given federal funds to 
travel to China to study traditional Chinese 
herbology as an extension of the herbal practice 
already available amongst the Natives of that 
province. Tribal support for this project (as an 
integrated aspect of Native culture) was critical 
for successful financial support. The initial 
proposal had to overcome senior bureaucratic 
statements from the Department of Health and 
Welfare to the effect that traditional herbalism 
and healing had in fact little but historical 
significance in a modern health system. 

Traditional healers in Canada have not 
been in open competition with the orthodox 
medical system. Other alternative health 
practitioners have not been so lucky. Midwives, 
chiropractors, homeopaths, naturopaths and a 
number of other less organized groups have not 
fared well in head-to-head engagements. 
Nonetheless, all of these groups seek acknow- 
ledgement and formal recognition of their 
special abilities and unique nature. Much as the 
nurses, pharmacists and paramedics of our 
health care system want better education and 
greater opportunity, the alternative practition- 
ers of Canada wish to self-regulate. Self-regul- 
ation means independence. Independence 
means respect. 


Conclusions 


If the nature of medicine in Canada is due 
for substantial revision, as is proposed by the 
early part of this paper, traditional healers must 
make their choices in an uncertain future. The 
alternative health practices with the best docu- 
mentation seem to have an edge in terms of 
their acceptance. Even so, the controversy over 
who decides the nature of health and disease is 
far from finished. 

A number of alternative practitioners in 
Canada operate extensively and effectively by 
staying out of the limelight and waiting for a 
more genuinely tolerant legal climate. In the 
history of traditional Native healing, the 
dominance of Western medical paradigms 
must be seen as a small disturbance in an 
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unbroken chain. Native healers may choose the 
role of tolerated psychological balm, junior 
practitioner under the guidance of the medical 
orthodoxy or finally, the re-establishment of a 
fully independent healing profession. In as 
little as five years, the shift in health regulation 
in North America may support an open-minded 
attitude to the multitude of healing traditions. 
Traditional healing may then have its practices 
acknowledged by government but left to the 
human and humane regulation which is its 
foundation. 
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The Case for Alternative Medicine 


Robert Dale Rogers 


To many members of the professional 
medical establishment, the term “alternative” 
health is a disreputable term, conjuring images 
of charlatans, faddists, and folk healers. And 
yet, despite this critical and at times judge- 
mental attitude, many people are turning to 
alternative approaches in order to exercise more 
control over their own health care. I hope to 
uncover some of the underlying problems 
associated with applying strictly rational, 
scientific methodology to the healing arts; and 
propose some ways and means that traditional 
and alternative healers can play a fuller part in 
making Canada’s health care system truly 
universal. 

Physicians’ own medical training, in 
general, would lead one to believe that 
alternative healers represent anti-science 
factions, are medically incompetent and should 
be regarded with great skepticism. 

The Chinese tradition represents a medical 
approach that is permeated with holistic 
philosophy. Chinese practitioners deliberately 
try to remain conscious of total reality and the 
whole person. Their ancient medical science, 
like many traditional medicines, tends to work 
from a broad philosophical perspective towards 
an increasing precision. In contrast, Western 
science and medicine has developed a strong 
tradition of reductionism by building up from 
the atomic level in the faith that somehow it will 
all come together in the final analysis. But to 
view the mind-body in this purely reduction- 
istic, building block approach is doomed to be 
forever incomplete. 

Orthodox medical training and science still 
operate on the basis of the 19th century thought of 
Descartes and Newton. This has led to the 
rejection of an introspective psychology, or 
subjective experience, in favour of behaviour- 
istic approaches in which the human being is 
regarded as object and treated with theories 
based on animal experiments. Alternative 


medicine, both traditional and modern day, 
expounds that everything relates to everything. 
Reflexology, iridology and homeopathy are all 
examples of therapies that work more with 
integrated systems than with detailed parts. 

The modern medical model takes a narrow 
view of the disorders they investigate and the 
remedies they develop. All aspects that fall 
outside of this narrow view are considered 
irrelevant as far as the disorder goes. For 
example, unintended effects of drug therapy 
may be listed as “side-effects.” From this 
narrow perspective, the relationship between 
health and medicine is difficult to assess, with 
health often being regarded as the mere absence 
of disease, nature as the adversary, and disease 
as the enemy to be killed. In this scenario, the 
physician is the manipulator of nature and the 
patient is the victim. Both ineffective and 
incompetent, the consumer of medical care is a 
passive obeyer of authoritative instructions 
from the knowledgeable provider. Indeed, one 
of the main stumbling blocks to the integration 
of traditional and modern medical practice is 
the status and self-flattery associated with 
positions of power and authority. 

There also seems to be a need for the patient 
to deify the healer and imbue him/her with 
superhuman abilities. Any self-responsibility 
on the part of the patient is minimized. It is no 
surprise that many physicians do little to 
disavow this saintly mantle, allowing the show 
to go on rather than acknowledging their own 
limitations. 

True healers do not indulge in this myth. 
They sense their own limitations and 
strengths. And they know the necessity of 
illness in human life. The healer-patient rel- 
ationship is as fundamental as man-woman, 
father-son, or mother-child. And within each of 
us are both poles of this Jungian archetype. This 
suggests that the patient contains some of 
his/her own healer and that the healer is 
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simultaneously the patient as well. Unless we 
come to understand this basic notion, all 
attempts at holistic healing will fall short. 

A careful study by Jerome Frank (1975) at 
Johns Hopkins Medical School studied the speed 
of surgical wound healing in the immediate 
post-operative period. He found that those 
patients healed fastest who had faith, trust and 
confidence in the surgeon and nursing staff. 
On the other hand, the thought of “healer as 
patient” is seen by physicians as an admission 
and recognition of fallibility. And it is often 
difficult to do “nothing.” 

What happens is that this discomfort often is 
projected onto the external world, where it 
frequently becomes the patient’s weakness, or 
more subtly, the “disease” itself. This “disease 
as enemy” approach is very common and can be 
seen in various ad campaigns, such as waging 
war on cancer and fighting diabetes. 

As long as healers indulge in this myth, 
they cut themselves off from an essential part of 
healing power. They transform their patients 
into recipients of their action and they become 
pedlars of technique. The patient becomes the 
sacrifice, and is crippled further in his/her 
ability to heal. The stage is set for the “fix-it” 
mode of medicine all too prevalent today. 

Medical drugs themselves illustrate 
another area in which modern and alternative 
practitioners have differing opinions. Drugs 
prepared and sold by pharmaceutical com- 
panies are often highly concentrated, synthetic 
copies of the active ingredients of herbs. 
Traditional healers have used plants for their 
curative powers for ages. Recent experiments 
(Burch 1972) indicate that the purified active 
ingredient is sometimes less effective than a 
crude extract of the plant. This is because the 
latter can contain trace elements and alkaloids 
which play a vital role in limiting the effect of 
the main ingredient. This ensures that the 
body’s reaction does not go too far and cause 
unwanted side effects. 

And yet, the government has conferred upon 
the modern medical establishment the 
exclusive right to determine what constitutes 
illness and what is appropriate treatment. 
Numerous healers, Native shamans, homeo- 


paths, chiropractors, herbalists, etc., whose 
therapeutic techniques are based on different, 
yet equally coherent, conceptual models, have 
been excluded legally from the mainstream of 
medicare. 

It is not the task of traditional healers to 
justify their methods to allopathic scrutiny. 
There simply should be freedom of choice. 
Public education (re-education in many cases) 
is required because as a society, we tend to use 
the medical diagnosis as a cover-up for many of 
the social ills of Western society. We talk about 
little Johnny’s hyperactivity or learning 
disability rather than examine the inadequacy 
of many schools. We prefer to be told we have 
hypertension rather than look at changing an 
overly aggressive, competitive business world. 
We accept increasing chronic illness, such as 
cancer, rather than investigate how the 
chemical industries poison, irradiate and alter 
our food in the name of profit. 

Monies spent now on the re-education of 
health consumers would lead, in my opinion, 
towards an overall decrease in chronic illness. 
A recent study in the Globe and Mail (Nov. 16, 
1986) stated that at the present time over forty 
percent of the present medicare budget in this 
country is spent in the last month of a patient’s 
life. 

We require a revised medical system in 
this country. An examination of the cooperative 
models in Germany and the Netherlands would 
be one great leap forward. The present system of 
closed shop is not providing the best health care 
in the world, despite the medical industry’s 
press releases. The present system discrimi- 
nates against both consumer and practitioner of 
alternative methods. 

The introduction of income tax reform, or 
the use of a coupon system would give 
individuals that choice, and the financial 
freedom to exercise that choice without penalty. 

Not one penny of the Alberta heritage trust 
funds ear-marked for medical research is in 
the area of preventative or nutritional 
approaches. An informed public is already 
crying for moves in this direction; and it will 
become louder. The media is virtually 
saturated with “how to” articles on virtually 


every medical disorder. An informed public is 
no longer content with turnstile diagnosis and 
prescription. Public funding of institutes for 
alternative healing is long overdue. This would 
ensure a degree of professional competence 
judged by healers in their own fields of study. 

In the North, establishment of cultural 
scholarships would enable interested young 
people to pursue full-time their studies with 
Native healers. So much could be done if the 
well-being of Canadians was the bottom line. 
And we, the people, the government, can put 
through the legislation that helps ensure, in the 
near future, an egalitarian, progressive model 
of medicine. 
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Modern Drugs from Plants 


William A. Ayer and Lois M. Browne 


It is an historical fact that a considerable 
number of efficient drugs have originated from 
plant products (Farnsworth 1984). A list of 
plant-derived drugs in use by the medical 
profession in Canada today is presented in 
Table 1. Examination of Table 1 reveals that 
many commonly prescribed drugs are listed. 
Aside from providing substances used directly 
in disease control, plants often contain 
biologically active compounds with weak 
pharmacological activity or with undesired 
toxic effects. In drug development such 
compounds serve as templates for synthetic 
modification and structure-activity studies or 
serve as tools in the study of disease processes. 
Some examples of drugs in use in Canada 
which have been developed as a result of 
chemical and structure-activity studies of a 
naturally occurring compound are presented in 
Table 2. In the first part of this paper we describe 
the discovery of several of the drugs listed in 
Table 1 and the development of several of the 
drugs listed in Table 2. Almost all of the 
currently useful drugs derived from plants 
were discovered through scientific investig- 
ation of folkloric claims of their usefulness in 
treating human diseases. In the second part of 
our paper the approaches to plant-derived drug 
development are discussed. Finally, we present 
the preliminary results of our chemical 
investigations of “miyosik,” an herb used in the 
treatment of psoriasis (see Part III of this 
volume). 

Digitalis (Moe and Farah 1965) is a 
cardiotonic extracted from the leaves of the 
beautiful foxglove, Digitalis purpurea. It was 
discovered in 1775 by William Withering 
(Taylor 1965), a young English physician and 
amateur botanist. He was asked his opinion 
concerning a family recipe for the cure of 
dropsy (now known as congestive heart 
failure), a condition characterized by unwanted 
accumulation of liquid in the body cavities 


(chest, abdomen) and tremendous swelling in 
the legs and ankles. The recipe had long been 
kept a secret by an old woman in Shropshire who 
was able to cure the patient after more 
conventional medical treatments failed. The 
herbal remedy caused elimination of fluids and 
sometimes violent, vomiting and purging. This 
medicine was composed of twenty or more 
different herbs. Because of his knowledge of 
botany, Withering was able to quickly identify 
the active herb as foxglove. Withering spent ten 
years carefully investigating and documenting 
the effects of the foxglove plant. He established 
that only the dry powdered leaves were 
medicinally effective. He established the 
dosage required to avoid the violent, often toxic 
side effects of the drug and observed that in 
addition to its diuretic properties, digitalis 
regulated heart rate. This was done twenty 
years before the invention of the stethoscope. 
Almost a century later, in 1869, the active 
constituent of digitalis powder, digitoxin, was 
isolated by the French chemist Nativelle. It is a 
member of a group of compounds now known as 
cardioactive glycosides. Powdered digitalis is 
still in use today. It and other cardioactive 
glycosides are the treatments of choice for 
congestive heart failure. 

Reserpine (Jarvik 1965) is the major 
alkaloid extracted from the roots of the Indian 
snakeroot plant, Rauwolfia serpentina (Taylor 
1965). The roots have been widely used by 
Indian peasants for centuries for the treatment 
of “moon disease” or lunacy. Ancient Hindu 
Ayurvedic writings recommended the extract of 
these roots for a variety of diseases including 
snake bite, hypertension, insomnia, and 
insanity. In recent times interest in the active 
ingredient of the root was stimulated by the 1930 
report of the Indian researchers, Sen and Bose, 
of the beneficial therapeutic applications of 
whole snakeroot in the treatment of psychoses 
and hypertension. However, it was not until the 
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mid 1950s that the drug came to the attention of 
Western scientists. They reported that the 
alkaloid reserpine produced a calming effect in 
psychotic patients displaying marked anxiety 
reactions, restlessness, and hyperactivity and 
that this drug also displayed strong anti- 
hypertensive effects. Reserpine, the first of the 
modern tranquilizers, is now used mainly to 
reduce high blood pressure. 

Quinine (Rollo 1965) is an alkaloid 
extracted from the bark of the cinchona tree 
native to Colombia, Ecuador, and Peru. It was 
introduced to Europe in the 1640s after Spanish 
missionaries had observed South American 
Natives using the “fever bark” as a cure for 
malaria. The Jesuit fathers were the main 
providers of the cinchona to Europe and thus the 
name “Jesuit bark” or “cardinals bark” became 
attached to it. The conservative medical groups 
of the day viewed this new antipyretic powder 
with disdain. Others looked on it with suspicion 
because the Jesuits used it. For these reasons the 
drug was dispensed for many years in secret 
remedies by charlatans such as the infamous 
Robert Talbor (Taylor 1965). Near the end of the 
1600s, cinchona bark was officially recognized 
as a drug for treatment of malaria. In 1820, the 
French chemist Pelletier isolated quinine from 
cinchona bark. Quinine proved to be the main 
treatment for malaria until the 1930s when 
synthetic antimalarials including chloroquin 
were developed. Quinine is still prescribed 
where strains of malaria have developed 
resistance to the synthetic antimalarial drugs. 

The leaves and fruits of Ammi majus, 
Psoralea corylifolia, and Ruta graveolins have 
been used for centuries in Egypt, India and 
Oriental countries for treatment of skin 
depigmentation (Pathak and Fitzpatrick 1959). 
Chemical investigations to identify the active 
ingredients of each of these plants led to the isol- 
ation of a group of compounds called psoralens 
(furanocoumarins) (Fowlks 1959). These 
compounds show antibacterial, antifungal 
(Pathak and Fitzpatrick 1959), and antiviral 
(Herpes simplex and influenza viruses) 
(Redfield et al. 1981) activity only when 
employed in conjunction with exposure to long 
wavelength ultraviolet light. OxsoralenF (8- 


methoxysoralen) (Compendium of Pharma- 
ceuticals and Specialities 1986) presently finds 
use either orally or topically for treatment of 
melanin depigmentation as a photochemo- 
therapeutic agent in the treatment of atopic 
dermatitis and psoriasis. 

What is probably the most widely used drug 
today, aspirin (Goodman and Morehourse 1973) 
had its origins in plant drugs. The first 
recorded use of a decoction of white willow, 
Salix alba, appears in the writings of the Greek 
physician Dioscorides. This decoction was used 
to relieve the pains of neuralgia, gout, toothache, 
earaches and rheumatism. The active ingre- 
dient is salicylic acid, a fairly strong acid 
which, however, causes irritation to the mouth, 
throat and stomach. Salicylic acid is also 
extremely bitter. A German chemist, Hofmann, 
whose father suffered from arthritis, found that 
by acetylating salicylic acid he produced a 
compound which did not have the acidity or the 
bitterness of the plant drug. Hofmann worked 
for the Baeyer Company. The rest is, as they 
say, history. 

Chemical modification of other naturally 
occurring substances has played a major role by 
providing mankind with useful drugs for the 
treatment of disease. Our hormones are 
chemical messengers that regulate body 
functions. Such compounds include the bile 
acids, the adrenocortical hormones including 
cortisone, and the sex hormone. Hormones, 
which have a diversity of medical uses such as 
treatment of rheumatoid arthritis and oral 
contraception, are available as such only from 
animal sources. These various hormones 
belong to the class of compounds known as 
steroids. In the late 1950s a European cartel held 
patents and other restrictions on the production 
of steroid drugs — all of which were derived by 
the complicated and relatively expensive 
extraction from animals. This encouraged the 
American organic chemist, Russell Marker, to 
seek an inexpensive supply of such compounds 
from plants (Taylor 1965). Unable to secure 
financial backing from the American pharma- 
ceutical industry, Marker single-handedly 
revolutionized the steroid industry and 
established the company now known as Syntex. 
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This was accomplished by his finding that the 
Mexican yam, Dioscorea, was a plentiful source 
of diosgenin. With this compound, itself a 
member of the steroid family, he was able by a 
series of chemical transformations to produce 
cortisone in kilogram quantities. Diosgenin is 
also a suitable starting steroid for modification 
to the estrogens, progesterone or androgens, sex 
hormones useful for oral contraception. 

A final example of chemically modified 
plant drugs is the coumarin anticoagulants 
(Goodman and Gilman 1965). In the winter of 
1921 veterinarians in Alberta and North Dakota 
became alarmed at the economic losses caused 
by sweet clover disease of cattle. The disease, 
which is characterized by excessive prolonged 
bleeding, was shown to occur because of a 
defective clotting mechanism in the blood and 
was brought about by feeding cattle improperly 
cured sweet clover hay. Extensive studies were 
undertaken by chemists at the University of 
Wisconsin who isolated the active principle 
dicumarol (bishydroxycourmarin). About the 
same time medical practitioners suggested that 
thrombosis could be prevented if a nontoxic 
agent could be found that would selectively and 
reversibly interfere with blood clot formation. 
Such a compound was obviously the anti- 
coagulant dicumarol. Structure activity studies 
were undertaken. These studies produced 
warfarin sodium (coumadin&), a commonly 
used anticoagulant without some of the 
undesirable side effects of dicumarol. 

The several examples described above 
illustrate the importance of plants to drug 
development. Because there are currently no 
scientific methods for the selection of plants that 
contain biologically active substances, plant- 
based drug development programs have 
resorted to approaches considered unscientific 
by some. Such approaches include: (1) phyto- 
chemical screening of plants to determine the 
classes of compounds present; (2) investigation 
of plant families known to contain a specific 
class of compounds followed by bioassay; (3) 
investigation of plants based on folkloric use; 
and (4) investigation of plants based on 
pharmacological screening. Virtually all of the 
currently useful plant drugs were discovered 


through scientific investigation of folkloric 
claims of herbal medicines. 

In the late sixties we undertook the investig- 
ation of a herbal remedy used by the Blackfoot 
Indians of Alberta to treat diarrhea. The herbal 
remedy was a tea made from the roots of the 
buffalo berry, Shephedia canadensis (Ayer and 
Browne 1980). Chemical investigations of the 
tea showed that it contained harmala alkaloids, 
compounds mainly known for their hallu- 
cinogenic properties. While some synthetic 
derivatives of the harmala alkaloids have been 
used to treat amoebic dysentery, the free 
alkaloids present in Shepherdia have very 
weak, if any, hallucinogenic or anthelmintic 
activity. It is likely that the benefits from 
buffalo berry tea may arise because it produces a 
sense of well-being. It is now well established 
that drug treatment methods may be affected by 
a number of variables other than the therapeutic 
properties of the drug itself (Kulat 1984). One 
such variable is the hope and confidence the 
patient places in the treatment. Placebos (inert 
substances that have no pharmacological 
properties and thus cannot affect the patient 
physiologically) can frequently bring about 
marked improvement in a patient’s physical 
and mental condition, thus demonstrating that 
his improvement was the result of his attitude. 
The ability of the mind to heal the body should 
not be underestimated. 

Artemisin (Klayman 1985) is an example of 
a drug under investigation in China since the 
early 1970s which may become very useful in 
modern Western medicine. It is a naturally 
derived antimalarial which may rival quinine 
in importance. A tea of the pervasive weed, qing 
hao (sweet wormwood, Artemisia annua) has 
been used for over 400 years to combat chills and 
fevers of malaria. In 1971 Chinese chemists 
isolated from the leafy portions of sweet 
wormwood a substance responsible for its 
reputed medicinal action. This compound, 
called qinghaosu (artmeisin) (Klayman 1985) 
is a sesquiterpene lactone which has been used 
successfully clinically in several thousand 
malaria patients in China including those with 
chloroquine-sensitive and -resistant strains of 
malaria. 


More recently we became interested in the 


search for potential therapeutic agents for the | 


treatment of Alzheimer’s disease. Alzheimer’s 
disease is a disorder of the cholinergic neurons 
and is characterized by geriatric memory 
disorder thought to result from a reduction in 
the level of the neurotransmitter acetylcholine. 
Recently it was brought to our attention that a 
Chinese medicinal herb, Lycopodium serratum 
(Liu et al. 1986), improves memory function in 
animals and is currently undergoing clinical 
study. The active constituent of the herb is the 
cholinomimetic Lycopodium alkaloid huper- 
zine. The Lycopodium alkaloids comprise over 
100 known compounds of 16 different structure 
types. One of the largest collections of these 
alkaloids are uniquely available in our 


laboratories. We are undertaking a study to - 


assess the potential of other Lycopodium 
alkaloids as therapeutic agents for Alzheimer’s 
disease. The structure-activity relationship of 
alkaloids representative of each of the 16 
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structure types will be assessed based on the 
bioassay for inhibition of acetylcholinesterase 
activity. 

Finally, we are participating in the 
psoriasis project (see Part III of this volume) by 
the chemical investigation of the constituents of 
the herbal tea used by the shaman in the 
treatment of psoriasis. The most abundant 
compound present is gallic acid, a compound 
related chemically to the keratolytic agent, 
salicylic acid. Salicylic acid has been 
employed systemically (Diamond 1985) and 
topically (Arnold et al. 1979) in the treatment of 
psoriasis. We find that the tea shows moderate 
antibacterial activity. This property is not due to 
the presence of gallic acid but rather three other 
compounds which are difficult to isolate in pure 
form. We are continuing our chemical investi- 
gations of the herbal tea and are assaying 
compounds obtained for antibacterial and 
antiviral activity. 
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Table 1 


Plant derived drugs currently employed in Canadian medicine 


Drug 
Acetyldigoxin 
Atropine 
Ajmalicine 
Caffeine 
Codeine 
Colchicine 
Digitoxin 
Danthron 
Digioxin 
Ephedrine 
Hyoscyamine 
Khellin 
Morphine 
Papaverine 
Physostigmine 
Pilocarpine 
Pseudoephedrine 
Quinidine 
Quinine 
Reserpine 
Scopolamine 
Sennosides A/B 
Theophylline 
Tubocurarine 
Vinblastine 
Yohimbine 


Common plant source 
Foxglove (Digitalis purpurea) 


Deadly nightshade (Atropa belladonna) 


Snakeroot (Rauwolfia serpentina) 
Tea (Thea sinensis) 

Opium poppy (Papaver somniferum) 
Crocus (Colchicum autumnale) 
Foxglove (D. Purpurea) 

Holy bark (Cascara sagrada) 
Foxglove (D. Purpurea) 

Brigham tea (Ephedra sinica) 
Deadly nightshade (A. belladonna) 
(Amm. visnaga) 

Opium poppy (P. somniferum) 
Opium poppy (P. somniferum) 


Calabar bean (Physostigma venenosum) 


(Pilocarpus jaborandi) 

Brigham tea (E. sinica) 

Jesuits powder (Cinchona officinalis) 
Jesuits powder (Cinchona officinalis) 
Snakeroot (R. serpentina) 

Henbane (Hyoscyamus niger) 
Senna (Ricinus communis) 

Tea (T. sinensis) 

Curare (Chondodendron) 
Periwinkle (Vinca rosea) 


- Yohimbine (Corynanthe johimbe) 


Use 

Cardiotonic 

Preoperative smooth muscle relaxant 
Peripheral vasodilator 
Stimulant 

Analgesic 

Analgesic in gout 

Cardiotonic 

Cathartic 

Cardiotonic 

Nasal decongestant, mydriatic 
Antispasmodic for peptic ulcer 
Vasodilator; bronchodilator 
Analgesic 

Smooth muscle relaxant 
Treatment of glaucoma 
Miotic 

Decongestant 

Antiarrythmic for atrial fibrillation 
Antimalarial 

Vasodilator; tranquillizer 
Antiemetic 

Cathartic 

Bronchodilator 

Skeletal muscle relaxant 
Antineoplastic 

Sympatholytic 


Table 2 

Some modified plant drugs currently in use in Canadian medicine 
Drug Use 

Aspirin Analgesic 

Novocaine Local anaesthetic 

Procaine Local anaesthetic 

Anileridine Narcotic analgesic 

Levorphanol Narcotic analgesic 

Pentazocine Narcotic analgesic 

Butorphanol Narcotic analgesic 

Chloroquin Antimalarial 

Primaquin Antimalarial 

Cortisone Glucocorticosteroid; antiflammatory, antiallergic agent 
Hydrocortisone Glucocorticosteroid; antiflammatory, antiallergic agent 
Dicumarol Anticoagulant 

Estadiol Synthetic estrogens; female sex hormone therapy 
Estrone Synthetic estrogens; female sex hormone therapy 
Diethylstibestrol Synthetic estrogens; female sex hormone therapy 
Progesterone Synthetic progestins; female sex hormone therapy 
Ethisterone Synthetic progestins; female sex hormone therapy 
Norethindrone Synthetic progestins; female sex hormone therapy 
Testosterone Synthetic; male sex hormone therapy 

Adrosterone Synthetic; male sex hormone therapy 
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Problems Involved in Delivering Health Care and 
Social Services to the Inner City 


Alice Hanson 


This paper will speak to my experience 
during the past fifteen years in a street-level 
social service liaison unit and in a community- 
based health centre, both located in the inner 
city of Edmonton. During the early 1970s, those 
agencies for which I worked saw a continuous 
stream of Native people from northern Alberta, 
the Yukon and the Territories, people who had 
until very recent times been living in the 
traditional manner of hunting, fishing and 
gathering. With the development of the North 
came T.V., roads and transportation, and 
people drifting to the city as the last vestiges of 
life on the land disappeared. Since that time in 
the early seventies, those Natives who have 
stayed on in the city or who have travelled back 
and forth in a north-south migratory pattern 
that has become a way of life for many in this 
part of the country, are now urbanized to a 
greater or lesser degree. 

The way in which we deliver health and 
social services to these people, however, is still 
inappropriate most of the time. Even though 
there is seldom a language barrier and many of 
the people have at least superficially adopted the 
Canadian urban life style and appear to be 
reasonably comfortable within it, misunder- 
standings and frustrations are often as not the 
only outcome of our attempts to communicate 
and deliver service. 


Case Study 


Daisy came to Edmonton with a small 
child around 1975. She was 21 years old, a 
high school graduate, very bright, and 
apparently able to socialize with both 
Natives and non-Natives. She had grown up 
in 15 different foster homes, some good and 
some terrible; but to this day, Daisy remains 
philosophical about her childhood. 


Daisy found herself a job, married a 
non-Native man and during the next eight 
years had four more children before she 
threw her alcoholic husband out of the house, 
got a do-it-yourself divorce kit and, with the 
help of a law student, obtained a divorce. 

In spite of her poise and apparent 
assimilation into white society, Daisy 
retains Native values and attitudes, and 
behind her cool facade she feels apart from 
most of those around her. “I’m an Indian,” 
she said to me once, “and my kids are 
Indian, and I don’t want them to forget it. 
White people are always after power and 
want to be the center of attention. I don’t 
want my kids to think that’s what’s 
important in life. But we have to stay in the 
city so we can get as good an education, as 
good doctors, and as good police protection as 
you and your kids get.” 

After the birth of her fifth child, Daisy 
had her tubes tied. It was a difficult decision 
for her because sterilization conflicted with 
her basic beliefs about life and her place in 
the cycle of nature. A week or so after this 
operation, she began to experience severe 
cramps and discharge from her vagina. She 
phoned her doctor but was told that the 
symptoms were only temporary. After 
several weeks with no improvement, she 
went to visit her doctor. She apparently told 
him she believed something was wrong 
inside and that it had to do with the sterili- 
zation procedure. She told me at the time that 
she thought it was related to her body’s 
rejection of the “foreign body” which had 
been placed inside her, and from her having 
gone against nature. Her doctor took 
exception to her implied criticism of his 
work and said, “If you girls wouldn’t sleep 
around so much, these things wouldn’t 


happen.” Daisy was furious and shattered. 
She went home and did nothing for several 
weeks. 

Experiencing increasing pain and 
weakness, Daisy phoned me regularly but 
would not see me or allow me to arrange an 
appointment with another doctor. As the 
infection worsened, she slept more than 
usual, was listless and stopped taking care 
of her appearance. She tried two more 
doctors on her own but nothing worked out. 
She would only tell me that when she told 
doctors that something was wrong and that 
she wanted the “foreign body” removed, 
doctors told her to go back to the doctor who 
had performed the operation. 

Finally, after several months, Daisy 
agreed to see a family practitioner on my 
recommendation, a man with good 
listening skills and experience with Native 
people. I briefed him as well as I could and 
he booked half an hour to give Daisy time to 
talk. The outcome was that she did have an 
infection related to the tubal procedure. 
Antibodies and a follow-up operation were 
eventually successful. 

I asked Daisy what was different about 
the last doctor and why she agreed to go 
along with his course of treatment. “He 
understood my fears about a foreign body 
inside me. We talked about that for a long 
time before he examined me and took a 
sample of the discharge. He told me what he 
thought was wrong with me and why he 
recommended certain things. I still wish I 
hadn’t had my tubes tied, but I feel O.K. now 
and I guess it’s better that I don’t have any 
more kids. I want to go back to work when 
my baby is in school.” 


I believe that the three major problems in 
delivering services to Native people in the inner 
city are: the attitudes and values of the 
professional caregiver, the communication 
process, and problem-solving methods. Modern 
physicians in North America are trained to 
observe, assess, and act — all to be done as 
quickly as possible. The role of the patient in 
this process is generally to briefly answer the 


physician’s opening question which may range 
from “What’s your problem?” to “How are you 
today?” either of which may elicit a response 
that the physician thinks is irrelevant but which 
makes perfect sense to the Native patient. 
Therefore, the interview begins with frustration 
on both sides. The physician thinks he has some 
bits of information to work with. He proceeds to 
look at the symptoms in relation to the various 
systems in the body and thereby to narrow the 
problem to a specific localized area. As a rule, 
this process takes between three and ten 
minutes. 

Let me say here that I am not indulging in 
the popular sport of doctor bashing, but modern 
medical training in the Western world, to say 
nothing of our method of delivering health care, 
leaves little scope for the physician who is aware 
that physical symptoms often spring from an 
emotional or spiritual base. As well, I believe 
that the criteria used for the selection of 
candidates for medical school works against 
the holistic approach. 

Time is money for today’s practitioner, and 
the whole atmosphere of a crowded waiting 
room, the physician rushing into the sterile 
examination cubicle and the speed with which 
the person is asked to state his problem, 
reinforces feelings of pressure. More often than 
not, the action taken is a prescription and a 
request to return in a week or so. This is what 
most of us have come to expect, and we go along 
with it because of our trust in high-tech 
medicine. Such is not the case for many ethnic 


groups. 


Case Study 


One person who stands out in my mind 
is Jim, a Metis male born in Lac LaBiche 
who was 25 years old when I first met him in 
1973. He had recently been released from 
jail and was on the street and on a binge. As 
a child Jim was a victim of polio, resulting 
in his being unable to walk without 
crutches. He started to drink at the age of 8. 
Jim is of average intelligence and when we 
met he wanted very much to become 
employed and to get off the street. Over the 
years he had tried many doctors and social 


workers, trying to find a cure for his next- 
to-useless legs, his alcoholism, and his 
social isolation. Native alcohol programs 
did not work for him. 

Nothing changed for about three years, 
but when he was 28 years old Jim decided to 
make another big effort to get out of the mess 
he was in. He again looked to the medical 
profession, but because he does not see his 
problems in purely medical or social terms, 
and because he is very proud and sensitive 
to any hint of condescension, Jim’s visits to 
doctors usually resulted in frustration. He 
was, however, referred to an orthopedic 
specialist who recommended a combination 
of surgery and physiotherapy. He told Jim 
he would have to stay in a rehabilitation 
hospital for at least a year, but that his 
chances of walking without crutches were 
pretty good. Jim went ahead with the plan 
and checked himself into a hospital. He 
stayed eight months. Visits from friends 
dropped off after a few weeks and he was not 
allowed week-end passes after a couple of 
trial runs because the only places he could 
stay in the community were the men’s hostel 
or with friends who were inclined to drink 
heavily. 

Jim became desperately lonely. His 
attempts to make friends on the ward didn’t 
work out as there was no common ground. 
His daily therapy sessions lasted only a 
short time and occupational therapy wore 
thin after he made a few beaded watch 
bands. On one of my regular visits after he 
had been in for several months, Jim decided 
to walk me to my car when it was time for 
me to leave. The sunshine was warm, it was 
the day before July 1, and there was a Pow 
Wow at Poundmaker the following day. His 
legs were improving but as we walked, he 
told me the young orthopod had left town and 
his new doctor was uncomfortable talking to 
him. “He doesn’t tell me much and when he 
does say something, he uses little words and 
says it real loud. I told him that just because 
I’m an Indian and a drunk doesn’t mean 
I'm deaf and stupid.” I left Jim standing 
beside the parking lot. 
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The following Monday, Jim was back in 
our drop-in. He had simply kept walking 
after I drove away. He’s back on the street, 
back into the “tough” Indian role in which 
one never complains about physical or 
emotional pain and in which you make 
jokes when you are sick, hungry, cold or 
generally depressed. It’s been eight years 
since this happened. Jim’s legs, his general 
health and his mind have deteriorated, but 
he’s still on the street and hasn’t lost his 
sense of humor. 


Contrast the assembly line type of health 
care experienced by Daisy and Jim with the 
approach of the Native medicine man or 
shaman. The knowledge has been passed to him 
from an elder. The initial contact with the 
patient is quiet and unhurried, with lots of eye 
contact. There is a shared understanding 
between the two people that the symptoms may 
spring from many things in the person’s life 
and that there is a spiritual component to 
everything. Rituals involving the cotton 
“print,” tobacco, the pipe, and the burning of 
various substances bind the patient and the 
shaman closer together within their own 
culture. The whole atmosphere and verbal 
exchange reinforce the knowledge that we are 
rooted in the past and that we are but one part of a 
cycle of nature. Even when diagnosis and 
treatment take place in a group setting, the 
exchanges between patient and shaman are 
intense and personal, with frequent touching 
and a feeling of personal caring. 

Of the three issues I mentioned earlier, 
problem-solving methods, methods of com- 
munication, and values and attitudes, I believe 
the latter is the primary barrier to effective 
treatment. The values inherent in Native 
culture simply will not allow one to sit down 
with a perfect stranger, and one who is in a 
hurry at that, and give a 30-second list of 
specific complaints. Native people know that it 
is not that simple. As a result, prescriptions are 
accepted and filled but the pills are not taken. 
Appointments for x-rays, lab work or specialists 
are not kept and admission to hospital for 
observation or testing is often pointless because 
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the Native person may not stay. If he is able to 
walk out, he sees no reason not to, the excuse 
often being, “I ran out of smokes,” or, “I got 
lonely.” 

While this is probably true, I believe that all 
too often our health care delivery system makes 
no sense to Native people. The result then is that 
in frustration, health care givers label Native 
people as non-compliant and they are spun out of 
the system. The Native patient may try a 
number of doctors before giving up. I have 
known hundreds of Native people to live out 
their lives with gradually worsening chronic 
illnesses which have gone untreated despite the 
best efforts on the part of themselves and the 
medical profession. Those efforts accomplished 
little and the myth of the uncommunicative, 
passive, uncaring Native person lives on. 


Referrals to Traditional Healers: 
The Role of Medical Interpreters 


John D. O’Neil 


Introduction 


Relations between traditional Native medi- 
cal systems and Western scientific medicine 
in Canada have evolved through a variety of 
phases characterized by curiosity, hostility, 
indifference, and intolerance. Recently, a 
cautious attitude of collaboration and consult- 
ation has emerged. However, this initiative is 
clouded by historical, cultural and political 
factors that threaten to undermine further 
progress. 

Traditional healers have experienced a 
century of colonial domination by Western 
medical, religious and social institutions and 
are understandably skeptical about any change 
in attitude. Western health care personnel are 
attempting to incorporate cultural sensitivity 
into medical policy and practice, but remain 
wary of specific practices and treatments that 
challenge the basic tenets of scientific 
knowledge. Both systems also have elaborate 
sets of rules for patient-healer communication 
and referral. These communication and 
referral systems are vastly different in terms of 
patient and healer expectations about status 
performance, economic factors, and social 
distance. 

Given these considerations, this paper 
suggests that collaboration must allow both 
systems to operate independently, with clients 
making the decisions as to which system to 
access. This approach to collaboration differs 
from a more integrative model where tradi- 
tional Native healers would become part of the 
“health care team.” Although nominally a 
collegial model, traditional healers in an 
integrative model would in practice be 
subordinate to physicians and subject to the 
attendant limitations in practice. 


However, avenues of accessibility to 
independently functioning systems are not 
always apparent or available to people for 
reasons associated with the structure of medical 
institutions and professions in Western 
society. In these situations, people require 
advocates who can function equally well in both 
systems. 

Indian medical interpreters in urban 
hospitals often function in this capacity. Our 
research suggests that a significant proportion 
of Native patients in Manitoba who require 
hospitalization in Winnipeg seek contact with 
traditional healers. Frequently, these healers 
are known to the patient by name and reputation 
only and referrals require third party 
intervention. Medical interpreters are not only 
able to arrange for these contacts through their 
own cultural networks, but also provide an 
important mediating function in facilitating 
traditional healing activities in a medical 
environment that can be occasionally hostile. 

This paper argues that the model of cross- 
cultural health care referral and communi- 
cation suggested by the work of Indian medical 
interpreters in urban hospitals could be usefully 
adapted in other urban and rural contexts to 
facilitate improved collaboration between the 
systems. Culture brokers acting as medical 
advocates between the systems both allow the 
systems to continue functioning on their own 
terms (which the integration model does not), 
and also ensure that when both systems are 
functioning in the same illness episode, 
patients’ rights to the treatment of choice are 
respected. 
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Issues Affecting Collaboration Between 
Traditional and Western Medicine 


It is not the intent of this paper to describe or 
evaluate the content of Indian medicine, 
largely out of respect for Indian sensitivities to 
the publication of material that they consider 
private and culturally circumscribed. Rather, 
the intent here is to briefly discuss the broad 
structural characteristics of Indian and West- 
ern medicine and then to describe the particular 
work that medical interpreters do to provide 
access to both systems for Indian patients. 

Indian medicine has emerged in the last 
four or five years as a topic of widespread 
interest in the general area of Native health 
policy in Canada (Penner 1983, Berger 1981). 
This interest has arisen both within the Indian 
community and externally within the admin- 
istrative, scientific and medical communities 
concerned with providing effective primary 
health care. Indian medicine has, of course, 
been interpreted differently by these two 
communities. 

Within Indian society, Indian medicine is 
understood as fundamental to basic values and 
beliefs regarding the “Indian way” that 
constitutes a cultural approach to living. Indian 
medicine is not a health care system, nor is ita 
social institution interested only in the control 
of sickness in a society. Rather, it is a broad 
constellation of values that underpins the 
respectful relationships that Indian people 
insist characterize their relationships with each 
other, the physical environment and the 
spiritual world. Good health derives from the 
pursuit of behaviors associated with a 
traditional way of life and healers are con- 
sulted when individuals or families find 
themselves out of harmony with this essential 
core of beliefs (Benton-Benai 1979). 

External interest in Indian medicine has 
assumed a somewhat different interpretation of 
the content. Most historical and anthropological 
investigations conclude pessimistically that the 
rituals and institutions that make up Indian 
medicine are no longer functioning in most 
Indian societies. Vecsey’s (1983) discussion of 
traditional Ojibwa religion concludes that the 
Midewewin society has largely disappeared. 


Others suggest that shaking tent rituals and 
sweat lodges are no longer practiced. These 
pessimistic conclusions, while perhaps 
reflecting the overwhelming oppressive 
conditions in which traditional Indian healers 
had to maintain continuity, are nonetheless 
false in light of present evidence. 

The medical and administrative communi- 
ties, interested in developing strategies for 
extending primary health care into under- 
serviced, remote communities have identified 
Indian medicine as a potential resource. This 
approach, however, has emphasized the integ- 
ration or incorporation of Indian medicine into 
the dominant health care system and is also 
skeptical about aspects of Indian medicine such 
as herbal cures for cancer. Most policy 
statements dealing with traditional Indian 
medicine suggest that its primary relevance is 
in the area of mental health or psychiatric 
counselling. A statement from the Government 
of Canada’s Special Committee on Indian self- 
government (Penner 1983:34) states this 
position clearly: 


We have come to appreciate very much 
the relevance and utility of traditional 
approaches, particularly to mental 
health problems, approaches which 
address the suicide rate, approaches 
which address addiction problems... 
The application of traditional medicine 
and Native culture perhaps can be more 
successful than anything we could offer 
in terms of contemporary psychiatric 
approaches to those kinds of problems. 


Medical Services Branch has also indicated 
approval or support for the integration of 
traditional Indian medicine into the health care 
system and has emphasized the importance of 
counselling and spiritual guidance by Indian 
healers and elders. It is arguable whether 
Medical Services has actually followed through 
with this policy, but the general attitude is 
evidently receptive, at least in the areas of 
mental health, spiritual guidance and psycho- 
social counselling (Gregory 1986). 

This approach has been adopted from World 
Health Organization policy which emphasizes 
the utilization of community-based resources in 


the primary health care declaration at Alma 
Alta in 1978 (Bannerman et al. 1983). Commen- 
tators on the WHO policy regarding traditional 
medicine have suggested that the proper 
approach to traditional medicine should be for 
nation states to identify “good practices” in 
traditional medicine and then to integrate those 
good practices into the country’s health care 
system (Skeet 1981). This approach has been 
found to be difficult to implement and indeed 
has given rise to conflict in many cultural 
contexts where traditional healers function 
independently and in some cases competitively 
with the formal health care system (Crandon 
1986). 

There is a large anthropological literature 
dealing with the problems of complementarity 
or cooperation between traditional and modern 
medical systems. Much of this literature 
underlines the problems inherent in attempting 
to integrate systems which have vastly different 
social, economic and political infrastructures 
(Worsley 1982). The literature also suggests 
that despite a growing sensitivity and willing- 
ness on the part of the dominant society and 
health care system to accept certain aspects of 
traditional or Indian medicine, constraints 
continue to operate which deny the validity of 
dimensions of traditional or Indian medicine 
regarded as highly relevant by Indian or 
traditional peoples (e.g., the empirical value of 
particular plant medicines or spiritual 
intervention). 


The Work of Medical Interpreters 


The medical interpreter programs in the two 
teaching hospitals in Winnipeg arose in the 
mid-seventies in response to problems in 
communication with a proportionately large 
Indian patient population. The history and 
evolution of these programs has been described 
elsewhere (Kaufert and Koolage 1984, Kaufert et 
al. 1986). The main argument of this work is 
that medical interpreters function in an 
expanded role beyond strict translation of 
medical information. Interpreters have also 
expanded their activities into the area of health 
education, and this has also been described 
(O’Neil, Kaufert and Koolage 1986). 
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Interpreters represent Indian patients when 
dealing with a medical system that is 
sometimes insensitive to the cultural needs of 
patients, particularly the elderly and children 
from northern communities. This work has 
underlined the important brokerage functions 
that interpreters play in mediating the potential 
conflicts that can occur when clients and 
providers of a service represent different 
cultural and social systems. When conflict 
occurs, Native medical interpreters become 
involved, particularly in advocacy services for 
Native patients. 

Another area that has become increasingly 
important to the work of medical interpreters is 
the difficulty of facilitating patient access to 
Indian healers. Older patients or older parents 
with children who are in the hospital seek 
consultations with traditional healers either in 
Winnipeg or from surrounding reserve com- 
munities in Manitoba. In some cases, patients 
are fully aware of healers available and are 
able to access them directly. However, in other 
instances, particularly for people from the more 
remote reserves in Manitoba, access to 
traditional healers may be more difficult 
because of unfamiliarity with the local social 
and cultural environment. 

As other papers in this volume will discuss, 
there is a growing pan-Indian movement in the 
area of traditional medicine. Healers from one 
sub-cultural area are active in other areas, 
providing workshops and teachings that cross 
traditional tribal boundaries. The same 
phenomenon occurs in the hospital context 
where, for example, an elderly Cree patient may 
seek consultation with a Saulteaux healer from 
southern Manitoba or vice versa. 

The interpreter’s role in this complex 
process of facilitation is not only to assist 
patients in identifying and accessing an 
Indian healer, but also to mediate the sometimes 
hostile reaction of the hospital staff and 
institution. Despite the growing willingness on 
the part of the modern health care system to 
tolerate Indian healers, many Indian healing 
ceremonies and rituals bring about situations 
which are outside the boundaries of normal 
behavior in the hospital context. For example, a 
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sweetgrass ceremony in the hospital room can 
set off fire alarms and hospital routines can be 
interrupted when Indian healers unaware of 
visiting hours or hospital routine visit a patient. 
The medical interpreters are called upon to ease 
these situations and to explain to attending 
medical and nursing staff the reasons for the 
disruptions. 

A more difficult problem can arise when the 
family of the patient is not fully committed to the 
traditional healing ways. This can happen, for 
example, when the in-laws of a patient are 
Christian fundamentalists. Not only does this 
create tension within the family, but the 
family’s tension radiates into the hospital 
context where Indian people often are attended 
by their full extended family, particularly in 
terminal cases. 

The most serious problem that can arise 
occurs when Indian healers recommend that 
their patients refrain from taking “white 
man’s” medicines. Particularly in cases of 
chronic illness, where medication may be 
considered extremely important by medical 
staff for maintaining the patient’s health, this 
can create contentious situations among 
hospital staff, patients and Indian healers. 

In the cases below, I would like to illustrate 
the work of medical interpreters by describing 
several situations where the medical inter- 
preters were called upon to mediate between the 
traditional and modern medical sectors. 


Case Studies of Medical Interpreters and 
Referrals to Traditional Indian Healers 


These examples have been selected from 
cases collected over the past few years in the 
course of observational research into the role of 
Native medical interpreters in hospitals. We 
estimate that there are, on average, twenty cases 
a month where Indian patients seek access to 
traditional healers while in hospital. Of these, 
fifteen may involve medical interpreters, and 
of these, five may come to the attention of 
hospital staff. Cases described are not intended 
to be representative, but rather provide “trouble 
cases”: cases which illustrate cultural and 
structural dimensions of Native access to health 
services (Kaufert et al. 1984). 


Case I: Systems in Conflict 


A three-year-old child from a northern Cree 
community was admitted to the Children’s 
Hospital in Winnipeg for investigation of 
frequent convulsions and partial paralysis on 
her left side. Her symptoms also included some 
fever and a history of diarrhea. A CT scan 
showed some cerebral edema on the right side of 
the brain. Further tests ruled out the possibility 
of a tumor. Differential diagnosis suggested 
either a small stroke or a localized viral 
infection and the patient was treated with 
antibiotics and an anti-convulsant. 

After several days in Winnipeg, the child’s 
father contacted the Director of the Native 
Services Department (DNS) and requested that 
a Cree medicine man be brought into Winnipeg 
to see his daughter. The DNS arranged for the 
traditional healer’s transportation through 
Medical Services. 

The medicine man examined the child and 
provided the following explanation for the 
illness. He felt that the illness was related to 
teething problems that result when a child is 
bottle fed. He explained that if a child is breast 
fed, the saliva that accompanies teething will be 
spit from the mouth. However, if the child is 
bottle fed, the saliva goes to the heart and then to 
the brain where it can cause convulsions and 
fever. He indicated that the cure for this problem 
was a particular plant that would cause 
diarrhea. The diarrhea would remove the 
saliva from the child’s system and the child 
would get well. 

This advice was complicated, however, by 
the traditional healer’s insistence that prior to 
any administration of plant remedies, all 
Western medications had to be terminated for at 
least three days. The plant medicine would then 
be administered for four days, at the end of 
which the child would be cured. 

The DNS met with the child’s parents, the 
medicine man and the child’s pediatrician to 
discuss this problem. The physician explained 
that while he understood the medicine man’s 
request, he was unwilling to cease the anti- 
convulsant therapy because of the risk of 
seizures. He agreed to stop the antibiotic 
treatment because it was not having much effect 


anyway. The meeting ended without an 
agreement. 

The DNS subsequently met with the child’s 
physician alone. The physician agreed with her 
that a compromise solution had to be found 
because further disagreement would lead to 
increased tension in the family. The physician 
explained he could not stop the anti-convulsant 
treatment because of his ethical responsibility to 
the child’s well-being. He felt that if the child’s 
parents insisted on meeting the medicine 
man’s request, he would have to remove himself 
from the case — a course of action he would be 
extremely unhappy to take. The alternative of 
continuing the medication while informing the 
medicine man that it had been stopped was also 
discussed as a possibility but rejected as equally 
unethical and patronizing. 

After several days to consider the matter, the 
parties met again. The physician explained at 
this meeting that since the anti-convulsant drug 
was not a cure (but was being used only to 
manage a symptom), perhaps there would be no 
conflict between it and the plant medicine. The 
medicine man accepted this explanation and 
agreed to administer the plant medicine while 
allowing the anti-convulsant therapy to con- 
tinue. He confided later that he agreed to this 
because he felt his medicine was much stronger 
and would render the anti-convulsant inactive. 

After four days of treatment with the plant 
medicine, the child showed a dramatic im- 
provement. A CT scan showed that most of the 
cerebral edema had disappeared and the child 
no longer suffered from partial paralysis. 


Case IT: Politics and Stereotypes in Indian 
Healing 


Mrs. “A” was being investigated for 
abdominal cysts but diagnostic tests were 
unrevealing. Mrs. A’s health had been 
deteriorating over the course of several months 
and her family were convinced her illness was 
terminal. They had lost confidence in the 
doctors and were expressing concerns that Mrs. 
A was the subject of experimentation. Mrs. A’s 
mother was staying in her hospital room around 
the clock. She indicated this was necessary in 
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order to protect her daughter from further 
experimentation. 

My involvement in the case began as a 
consultation with the Director of Native 
Services (DNS). She had learned from Mrs. A’s 
mother that Mrs. A understood her illness as 
“onjina.” (““Onjina” is an explanatory model 
in Saulteaux illness beliefs that attributes 
illness to a wrongdoing that a person had 
committed earlier in his/her life such as 
mistreating animals.) Since “onjina” is only 
treatable by an Indian medicine man, the DNS 


was attempting to facilitate a traditional 


consultation for the family. 

However, when the DNS approached Mrs. 
A’s father-in-law to see if he would be interested 
in having a medicine man come in to the 
hospital, he took her aside and explained that he 
was Pentecostal. He explained that he and his 
wife and his family were protected from 
witchcraft — which is the way he defined 
traditional medicine — by their religion. He 
indicated that it was probably true that his 
daughter-in-law suffered from onjina but that 
she could be protected from its consequences by 
prayer. 

Several days later, Mrs. A locked herself in 
the hospital bathroom. She explained to the 
Native interpreter working on the case that she 
was angry with God. Apparently He wasn’t 
listening to her prayers and had not responded 
as she had expected Him to. She indicated to the 
Native interpreter that she would like to see a 
Medicine man. 

During a subsequent interview Mrs. A told 
us that she had gone to see a medicine man on a 
nearby reserve the previous summer when she 
had first become ill. This medicine man had 
given her a sacred pipe with instructions to 
smoke it once a year or whenever she was ill. 
She indicated that she had started to feel better so 
she’d stopped smoking the pipe and her husband 
had thrown it away. Her feelings of “onjina” 
were apparently linked to the improper 
treatment of the sacred pipe. 

The DNS attempted to contact the medicine 
man whom Mrs. A had consulted the year 
before. It was discovered that he had taken a 
leave of absence from healing. She then began 
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to consult her other contacts in the Native 
community to locate another medicine man. 
She was successful in arranging for a healer 
from her own reserve to come to Winnipeg (a 
distance of fifty miles). The DNS explained this 
arrangement to Mrs. A, who then asked for 
assistance in preparing for the healer. She 
asked the DNS to purchase some ribbon and a 
package of tobacco. 

While waiting for the medicine man to 
arrive, I interviewed the head nurse on Mrs. A’s 
ward. She described Mrs. A’s situation as the 
worst “Native problem” she had encountered 
while working in the hospital. She described her 
feelings about Native people thus: “Ordinarily 
Native people are super. They are a dream to 
look after. They are very obliging.” In contrast 
she described Mrs. A’s family as “...very 
demanding.” She claimed that the hospital 
staff, doctors and nurses alike, felt that Mrs. A 
and her family were not acting in an Indian 
manner (i.e., passive and stoic). 

The medicine man’s arrival on the ward 
coincided with Mrs. A about to be wheeled away 
on a stretcher for x-rays. There were several 
moments of uncertainty while the DNS 
convinced the hospital staff to postpone the x- 
rays. The scene was quite dramatic. Mrs. A lay 
on the stretcher half out of the doorway, 
clutching some ribbons that the interpreters had 
given her. The medicine man was a weather- 
beaten man in his fifties, dressed in winter 
boots, old pants and a well-patched and frayed 
down jacket. His wife was traditionally 
dressed with a kerchief, print dress and parka. 
Several nurses, an orderly and a resident — all 
immaculately dressed in hospital greens and 
whites — stood in obvious disbelief that this 
“medicine man” should take precedence over a 
scheduled x-ray. However, the DNS insisted 
that the x-ray should wait and the medicine 
man went into Mrs. A’s room alone to treat her. 

While we were waiting in the hallway, the 
head nurse approached the DNS and told her that 
Mrs. A was to be limited to two visitors for a 
maximum of three minutes. She informed the 
DNS that the medicine man could have only 
three minutes “to do his work.” The DNS asked 


the medicine man’s wife to go into the room and 
inform him of these “new rules.” 

The medicine man came out to the hallway 
immediately and told us that Mrs. A would 
recover. He explained to several family 
members that God was working through him 
and that Mrs. A and the family should not allow 
conflict to come into their beliefs. He made a 
brief statement about the importance of 
following the traditional “Indian way” and left 
without any further contact with the hospital 
staff. | 

As follow-up to this case I had further 
conversations with Mrs. A’s aunt, her attending 
physician, another patient and the interpreters. 
Her physician and the other patient affirmed 
that Mrs. A was a lot of trouble for the ward. The 
physician did not feel that her problems were 
psychological; he felt that she and her family 
were aggressive and manipulative and knew 
how to “work the system.” 

Mrs. A’s aunt had a different view. She told 
me that the pipe is only given to very special 
people. Another medicine man had given her 
the pipe after dreaming that this would cure her. 
The pipe was to protect her from a wolf spirit that 
someone had sent to harm her. Unfortunately, 
Mrs. A’s husband had converted to Pente- 
costalism at about the same time and made her 
throw away the pipe. I also learned that he threw 
her ribbons away after the visit to the hospital by 
the medicine man. 

The aunt said that the real problem was that 
the family were convinced that the hospital was 
experimenting on Mrs. A. She said they had 
performed a “spinal tap” procedure without 
obtaining Mrs. A’s consent and this had started 
the abdominal problems. Mrs. A’s diet was 
severely restricted and the family interpreted 
this as punishment for causing problems on the 
ward. 

Mrs. A’s condition improved somewhat and 
she went home for a while, during which time I 
lost contact with the case. Several months later, 
the DNS called to inform me that Mrs. A had 
been re-admitted through emergency, and had 
subsequently passed away. The DNS felt that 
her death was due to complications resulting 
from exploratory surgery but did not pursue the 


35 


matter as the family wished to have no further 
contact with the hospital. 


Case III: Variation in Traditional Medicine: 
Questionable Practices 


This case describes a young child with 
spinal meningitis. The child’s parents, from a 
northern Saulteaux reserve, are older and quite 
traditional. They had visited a medicine man 
shortly after the child was diagnosed with 
meningitis. This healer had promised to do a 
healing ceremony, but had not actually come 
into the hospital. Instead, he sent some plant 
medicines in to the hospital and performed a 
ceremony at his reserve. The DNS indicated 
that this medicine man has a reputation for 
being against white medicine and advises his 
people not to follow white medicine. He feels that 
white medicine frequently misdiagnoses 
because it doesn’t know the Indian people or the 
Indian way. 

During a compassionate visit with the 
parents, the DNS asked them whether they 
would like to attend a sweatlodge ceremony. 
The DNS contacted a medicine man from a 
southern Saulteaux reserve who agreed to 
perform a ceremony for the family. The DNS 
participated in the sweat as well and described it 
afterwards as very helpful for the parents. 

In describing the case the DNS provided 
further background on the family. The mother 
worked as a counsellor in an alcohol rehabili- 
tation centre near her reserve. In her work she 
had counselled an old man known to the DNS as 
a paraplegic and an alcoholic. 

This background information was signi- 
ficant because the medicine man first visited by 
the parents told them that he had received a 
vision of an old man in a wheelchair who had 
cursed the child out of jealousy. The mother told 
the DNS that she had interpreted this vision as 
meaning that the old man whom she had been 
counselling was the person who had cursed her 
child. 

This interpretation was cause for concern 
among the interpreting staff. The DNS knew 
the old man in question. She knew he did not 
practice the Indian way and felt he was not 
capable of doing anything harmful. He had a 


reputation for teasing women, but the DNS felt 
this was a harmless activity to keep his spirits 
up. The DNS felt that the mother may have 
interpreted his teasing as giving rise to 
jealousy. 

The DNS explained that she had discussed 
the case with the attending pediatrician in order 
to sensitize him to the impact that diagnostic 
and prognostic information might have for the 
family. The prognosis is not good because the 
child is experiencing continual fevers and has 
suffered brain damage. Whether he lives or 
dies, the dilemma for the old man may be severe 
in either case. The family’s anger towards the 
old man may go beyond the traditional caution, 
respect and social distance that is normally 
accorded to sorcerers. 

In an attempt to resolve the problem, the DNS 
contacted a woman elder in Winnipeg who 
often advises the medical interpreters in cases 
of this nature. This elder counselled that 
although the medicine man in the northern 
reserve is known to sometimes abuse his 
medicine, this was not the time nor were the 
interpreters the appropriate people to challenge 
him. It was also apparent that the medicine man 
who had conducted the sweat lodge could not be 
called upon directly to provide assistance. His 
relationship with the northern healer precluded 
any intervention. Censure of questionable 
practices among medicine people must rely on 
subtle communication of information within 
the Indian community. Medical interpreters 
are not considered experts in traditional 
medicine and thus have little authority in the 
evaluation process. 


Discussion and Analysis 


These cases underline a number of 
important issues involving the work that Native 
medical interpreters perform in facilitating 
cooperation among traditional Indian healers, 
the modern medical system and Indian patients 
and their families. First of all, the cases 
describe significant ambiguity and hetero- 
geneity in illness beliefs and values among 
Indian people. In the second case, the conflict 
between the two sides of the family as to whether 
traditional or Christian healing was the 
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appropriate path to seek for resolution of the 
problem is significant to many Indian 
families. 

In many communities, faith healing plays 
an important role in the health care sector and 
is highly significant for many Indian people 
(Zieba n.d.). Individuals may adhere to both 
spiritual systems and this coexistence of values 
may be complementary or antagonistic 
depending on the particular situation. For 
patients coming into the hospital, conflicts may 
be thrown into stark relief as insecurities about 
both systems are made manifest. 

The ambiguous nature of these beliefs also 
means that the elicitation of explanatory models 
in Kleinman’s (1980) terms requires sensitivity 
to the complexities suggested here. Traditional 
explanatory models of illness that may be 
couched largely in terms of Indian cultural 
values are likely to be confounded by values 
derived from Christian teachings, and these 
understandings are often worked out in the 
context of an illness event. The synthesis which 
eventually emerges is constructed in light of 
clinical interactions where medical inter- 
preters may be fundamental to emerging 
understandings of the illness event. 

It is also made apparent in these cases that 
the medical interpreters’ traditional knowledge 
is an evolving system. Medical interpreters 
should not be regarded as experts in traditional 
knowledge. Their expertise lies rather in 
knowing which questions to ask in any given 
situation. Experts in traditional knowledge are 
often quite rigid and conservative in their 
interpretation of values and rules which govern 
traditional healing. Medical interpreters have 
the flexibility to consider all variations on the 
different themes and to organize this know- 
ledge in a pragmatic way. 

This evolution of the traditional knowledge 
base among medical interpreters also occurs 
through the appropriate strategy of relying on 
local elders for assistance in understanding. 
The medical interpreters consult with urban 
Indian elders regarding particular problems 
they experience in understanding the 
traditional values which many Indian patients 
bring with them into the hospital. They also 


consult with the local elders for mediating job- 
related stresses that their participation in these 
cases frequently gives rise to. Managing an 
overt conflict between a traditional healer and 
the medical system is stressful, particularly 
when the medical interpreter is attempting to 
validate the Indian way in his/her own life. 
Elders play a significant role in the manage- 
ment of these work dilemmas. 

The medical interpreters are also able to 
contribute to the resolution of difficulties 
through their broader knowledge base of the 
family and community context surrounding 
many of the Indian patients who come in to the 
urban hospitals. Their awareness of particular 
individuals and families in different 
communities that they represent is information 
that would otherwise be unavailable to any 
medical practitioner. Where the medical 
interpreter’s knowledge of the family or 
community is imperfect, they are able to develop 
this knowledge through appropriate question- 
ing, either of the patient and the family, or of 
other contacts they maintain in the rural and 
remote areas. 

Perhaps the most important aspect of a 
referral system involving medical interpreters 
which these cases illustrate is the fact that 
medical interpreters frequently inform Native 
patients of the availability of traditional healers 
prior to a specific request from Indian patients. 
This initiation is necessary because of the 
intimidating context of the urban hospital where 
most Indian patients would hesitate to seek out 
this contact if it were not suggested to them as an 
option. Although the medical interpreters are 
aware that contact with traditional healers may 
ultimately create a situation of conflict if the 
traditional healer’s approach contradicts 
Western medicine’s, they nonetheless feel this 
contact is essential for the full participation of 
Indian patients in the pursuit of their own well- 
being. 

Initiation of these contacts requires a 
knowledge of the traditional healer network 
and the development of trust relationships 
within this network. This knowledge and these 
relationships are not preconditions for medical 
interpreting work, and as a result the medical 
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interpreters in Winnipeg have pursued 
knowledge in this area on their own accord. 
This activity is personal in the sense that some 
of the interpreters are faithful to the Indian way 
and pursue a lifestyle in accordance with these 
teachings. They are also professional in that 
this information and contacts are of 
fundamental importance to their work in the 
hospitals. For example, the Director of the 
Native Services Department recently moved 
with her family to the country and began to hold 
sweat lodges. Important information about 
relationships between healers and about the 
particular approach that individual healers 
have towards Western medicine is also 
necessary if medical interpreters are to mediate 
potential conflicts when they occur. This 
information can generally only be obtained 
through active participation in the traditional 
healing ceremonies throughout the province. 

These cases also raise the important 
question of how structural factors related to 
medical organization and ethnic relations 
influence the interaction between traditional 
and Western medicine. In the second case 
particularly, the allegations of racism and 
experimentation that the family expressed were 
integral to the effective involvement of the 
traditional healer. Traditional Indian 
medicine is symbolically important to the 
politics of self-determination that is occurring 
in Native society. Western medicine, on the 
other hand, connotes colonial domination and 
dependency. Where patients and their families 
are affected by this struggle, access to Indian 
healers has a strong political dimension. 

These cases also illustrate the active role 
that medical interpreters play in attempting to 
resolve conflict when it occurs between the two 
medical systems. This conflict is perhaps 
inevitable given the vastly different principles 
and understandings in which the two systems 
are grounded. It would not be an easy task for 
patients or their families to resolve these 
conflicts with the health care institution on their 
own. Medical interpreters recognize that this 
conflict may arise and through consultations 
with supervising medical staff attempt to 
prevent conflict from developing. Even the 


more mundane forms of cooperation between the 
systems such as determining an appropriate 
locale for sweetgrass burning ceremonies or 
scheduling traditional healing practices at 
times which do not conform to hospital 
regulations, require advocacy on behalf of 
Native patients. These negotiations are fraught 
with misunderstanding given the skepticism 
and sometimes hostility with which traditional 
healers are viewed by hospital staff. 

Finally, this active attempt to resolve 
conflict involves negotiations between tradi- 
tional healers and interpreters independent of 
actual cases. Healers will consult with the 
medical interpreters in order to determine the 
potential conflicts that may arise or the potential 
attitudes that may emerge or be associated with 
particular medical staff or hospital policy. 
These discussions are certainly a new 
innovation in relations between traditional 
healers and hospitals and are particularly 
useful in preventing and resolving conflicts. 

To conclude, I would like to reiterate the 
main arguments of this paper, which are that the 
relationship between traditional Indian 
healing and the modern medical system is 
presently evolving in more positive directions 
of collaboration and cooperation. However, 
given the fundamentally distinct principles of 
organization and values implicit in both 
systems, this cooperation and collaboration is 
not yet at a point where integration of the two 
systems should be considered. This paper 
suggests that a more productive compromise 
involves the active participation of Indian 
mediators such as medical interpreters who can 
facilitate access to both systems for Indian 
patients and mediate conflicts between the 
systems when they arise. This paper describes 
the work of medical interpreters in Winnipeg 
in tertiary hospitals who have been functioning 
in this role for several years. However, their 
growing expertise in this area has emerged out 
of necessity rather than being a programmed 
aspect of their training and career develop- 
ment. We suggest that further development in 
this area could be highly beneficial to ongoing 
collaboration between the systems, and that 
other intermediary roles should be identified 
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and expanded to increase effective communi- 
cation. 
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An Exploration of the Contact Between Nurses 
and Indian Elders/Traditional Healers on Indian 
Reserves and Health Centres in Manitoba 


David Gregory 


A cultural and linguistic revival has been 
identified as taking place on Indian reserves in 
Canada (Adams 1984). One area of Indian 
cultural renaissance is health care, specifically 
the utilization of traditional practices (Govern- 
ment of Canada 1983). This resurgence and 
revitalization of traditional Indian health care 
practices presents health care practitioners with 
a significant challenge in providing quality 
client-centered health care. 

Nurses who are providing primary health 
care to Indian clients in Manitoba and 
elsewhere in Canada need to be aware of and 
understand traditional Indian health beliefs 
and practices if a holistic nursing approach is to 
be sustained. This knowledge would enable 
nurses to work effectively with Indian clients 
through liaison and interaction with health care 
practitioners in the traditional health care 
system. Clients could be referred to Indian 
health care providers, when appropriate, for 
services which may be lacking or ineffective in 
the dominant health care system. This activity 
is based on the premise that the client will be 
receptive to counselling and healing provided 
by the elders and medicine people, and the 
practitioner’s recognition and appreciation for 
the alternative health care system. Recognition 
and appreciation of the alternative health care 
system is suggested as fundamental in 
determining the intensity of interactions 
between nurses and the elders/traditional 
healers. 

The health care profession, however, has 
maintained a suspicious and often skeptical 
stance regarding indigenous healers and their 
health care systems. Indian people are now 
voicing their concerns regarding the Western 
health care system. They are claiming this 


system is not adequate to cope effectively with 
many of the ills of their people. It has been 
suggested that the dominant health care system 
should utilize traditional medicine mechan- 
isms as well as to encourage self-reliance and 
dignity in the delivery of an _ essential 
community service (Starblanket 1979). 

Jilek (1982) identified that it is not due to the 
lack of modern treatment services that a 
revival of indigenous healing ceremonials has 
occurred. “It has to do with a lack of culture- 
congenial and holistic approaches in modern 
medicine” (Jilek 1982: 161). In general terms, 
the dominant health care system is currently 
perceived as a less effective system and it is the 
general consensus that the health demands of 
Canada’s Indian population are not being met 
by Western medicine (Kennedy 1984). 

Elders and traditional healers are being 
approached by an increasing flow of Natives 
seeking advice and counsel, healing and 
inspiration, interpretation of the past and 
present, which are the prerequisites for future 
survival (Couture n.d.). Few programs, how- 
ever, are in existence which formally integrate 
the available health care resources. The 
Western or dominant health care system and 
the existing traditional Indian health beliefs 
and practices have not been melded into a 
culturally congenial system for Canada’s 
Indian people (Kennedy 1984). 

Nurses, as primary health care workers, 
can impede or enhance recent Indian cultural 
developments through manipulation of institu- 
tional powers and nursing practices. Referring 
clients to traditional healers and/or elders 
would enhance the holistic approach which the 
nursing profession advocates and would assist 
Indian clients in preserving and developing 
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their health values. An exploratory-descriptive 
study was implemented to examine the extent of 
interaction and collaboration between Medical 
Services Branch (MSB) nurses and elders/ 
traditional healers within the province of 
Manitoba. 


Field Interviews with Nurses and 
Elders/Traditional Healers 


This descriptive study consisted of two 
phases. Phase I entailed a series of field 
interviews with nurses (n=10) and Indian 
elders (n=13)! on three Indian reserves in 
northern Manitoba. These communities were 
identified by an Indian informant as being 
active in traditional Indian medicine. An 
open-ended interview schedule was admini- 
stered to both groups (nurses and elders). This 
paper will focus upon the findings related to the 
nurses. 

Phase II consisted of a census survey mail 
questionnaire distributed to nursing personnel 
(n=64) active in the care of Indian clients on 
reserves and health centres within the province 
of Manitoba. Of the 64 questionnaires distri- 
buted, 81.2% (n=52) were returned. 


Examples of Interaction Between Traditional 
Healers and Phase I Nurses 


The nurses interviewed in Phase I provided 
eight examples of interactive and, to a lesser 
extent, collaborative activities with elders/ 
traditional healers. The examples demon- 
strated that Indian people were utilizing both 
health care systems in order to procure relief 
from their health problems. The Indian people 
appeared comfortable in utilizing either system 
in their quest for successful treatment. It was 
also demonstrated that symptom relief obtained 
in one system negated the need to procure 
services in the other health care system. Cross 
referrals between nurses and traditional 
healers were also documented in this phase of 
the study. Two examples are cited. 


[Several of the elders (n=7) also identified themselves 
as traditional healers. It was often not possible to 
separate elders and traditional healers into two distinct 


groups. 


Case 1 

This case involved a young boy aged 15 who 
was brought to the nursing station in an 
unresponsive state. The nurses contacted the 
medicine woman and had her brought to the 
nursing station to assist with the patient. They 
recognized and appreciated that the treatment 
for this patient was within the realm of the 
traditional healer. 


The child, he’s 15, was brought in 
semiconscious and unresponsive, al- 
though he would react to extremely 
painful stimuli. He was unresponsive 
for about two hours and the family kept 
phoning us and saying, “Has he got a 
pink ribbon on his arm?” and all sorts of 
stuff. It was about at this time that I 
realized that something was going on 
that wasn’t supposed to be. The family 
came in and they wouldn’t really talk 
about it. One brother told me that it was 
out of our hands. I said, “Is he in the 
hands of the medicine lady or the 
medicine man?” We eventually got the 
medicine lady who came in to talk to 
him. 

One of the nurses identified this medicine 
woman as a competent practitioner and 
advocated a collaborative approach in assisting 
clients with their health care needs. 


She [medicine woman] came here to the 
nursing station and saw the patient and 
decided that he would need several 
treatments. We have a good medicine 
lady here. She’s sophisticated enough to 
work with the nurses. You almost feel 
you are dealing with a professional. 


Case 2 

The next case illustrated a positive health 
outcome resulting from a combination of the two 
health care systems. The dominant health care 
system was unable to provide relief for the 
patient and therefore consultation with the 
traditional healer was initiated by the patient’s 
family. The medicine man supported the 
findings of the nurses and physician and 
helped the patient and family to accept the 


dominant health care system’s diagnosis and 
treatment. The traditional healer in this 
example was an asset to the dominant health 
care system. 


We had a young girl 12 years old who 
was coming into the station continu- 
ously with chest pain and many other 
things. We examined her completely 
and couldn’t find anything. We sent her 
into Dr. [Thompson, a physician] who 
examined her from head to toe, 
including total body x-rays because she 
had aches everywhere. He couldn’t find 
anything at all. We decided in 
collaboration that she was probably 
trying to avoid school. As a prenote, the 
problem started when she started to 
menstruate for the first time out on the 
trapline. For a lot of girls it’s a big 
shock, but starting out on the trapline 
was probably quite a shock to her. Her 
family decided that if we weren’t going 
to do anything for her, they were going to 
take her to a medicine man in 
[location]. The medicine man told her 
that it was all in her head, and that she 
should pull herself together and start 
helping other people and forgetting 
herself, and that was a direct quote from 
her uncle who had been told by her father 
or mother. We hadn’t referred her 
because it had never occurred to me to do 
so in this particular case, but it did work 
out. Everything the medicine man said 
supported what we had already said. The 
girl got better. 


Conclusion 


It was evident from the interviews with the 
nurses that several of them were in direct 
contact with various members of the traditional 
health care system. It should be noted that this 
contact resulted from a personal (and perhaps a 
professional) interest and appreciation of the 
traditional healing system and not as a result of 
official Medical Services policy. 

Nurses who demonstrated a sincere interest 
and appreciation for the traditional healing 
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system were entrusted with information related 
to this health care system. The case studies 
demonstrated the use of both health care systems 
by the Indian people. This behaviour has 
significant ramifications for health care 
providers active in the care and treatment of 
Indian clients. The utilization of both health 
care systems by Indian people supports the need 
for recognition of the non-formal health care 
system and indeed supports the need for 
integrative approaches to the provision of Native 
health care. 


Interaction Between Medical Services 
Nurses and Elders/Traditional Healers: A 
Census Survey 


A survey was conducted with the entire 
population of Medical Services Branch nurses 
and with band-employed nurses who possessed 
autonomy (that is, who had the ability to initiate 
independent or interdependent treatment 
regimens in the care of Indian clients) in the 
active treatment of Indian clients within the 
province of Manitoba (n=64). 


Traditional and Non-traditional Health Care 
System Interaction 


Perhaps somewhat surprisingly, nurses 
appeared to be active in the referral of clients to 
elders for counselling purposes. Of the nurses 
surveyed, 52% (n=27) reported that they had 
initiated client referrals to Indian elders. Of 
the clients referred, 59% (n=16) were identified 
by the nurses as experiencing positive 
outcomes. That is, the client received relief 
from his/her problem as a result of the referral. 
Negative results in which the client did not 
receive relief from his/her problem(s) were 
reported with 11% (n=3) of the referrals. Nurses 
were unaware of the results in approximately 
30% (n=8) of the client referrals initiated. 

The majority of the nurses (67%, n=35) were 
aware of traditional healing practices in their 
communities. The percentage of nurses who 
actively referred clients to traditional healers 
was substantially lower than the elder 
referrals, but occurred nonetheless. For ex- 
ample, 38% (n=20) of the nurses reported that 
they had initiated client referrals to traditional 
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healers. Clients asked 40% (n=21) of the nurses 
for a referral to a traditional healer in another 
community. 

The inclusion of elders in community 
health programs was identified by 42% (n=33) of 
the nurses, while traditional healers were 
included in 19% (n=10) of these programs. 
Table 1 provides a synopsis of the interaction 
between nurses and elders/traditional healers. 


Summary and Conclusion 


More than half (52%) of the nurses appeared 
to be active in the referral of clients to elders for 
counselling purposes. The majority of the 
nurses (67%) were aware of traditional healing 
practices within their communities and 38% 
reported that they had initiated client referrals 
to traditional healers. | 

Overall, the nurses’ perceptions of Indian 
elders and traditional healers were positive. 
Both the elders and healers were viewed as 
complementing the dominant health care 
system and the vast majority of the nurses (92%, 
n=48) stated that they would be willing to 
collaborate with elders, especially if this 
practice was supported by their supervisors. 
Nurses, on their own initiative, appeared to be 
relatively active in the referral of clients to 
elders and healers. 

The findings of this study have significant 
implications for nurses (and health care 
practitioners) in both rural and urban settings 
who provide care for Indian clients. 
Acknowledgement and support of the Indian 
client’s own traditional health care system, 
where appropriate, could significantly contri- 


Table 1 


Synopsis of nurse-elder/healer interaction* 


Nurse-initiated client referral to elders 
Nurse-initiated client referral to trad. healer 
Aware of trad. healing in the community 
Patient requests for trad. healer 

Inclusion of elders in health programs 
Inclusion of healers in health programs 


Dow wD 


*Percentages have been rounded off. 


bute to an improvement in his/her health status. 
Indian people appear to be utilizing both health 
care systems in their quest for symptom relief. 
The literature (e.g., Kennedy 1984) and the 
findings of this study have substantiated this 
phenomenon. Nurses and other health care 
practitioners need to be supportive of this 
practice. The utilization of local human 
resources (elders and healers) would be of 
assistance to both nurses and their clients. 

The federal government has proclaimed on 
a national and international level the impor- 
tance of incorporating traditional healing 
practices into the health care services provided 
to the Indian people (Canada 1980; Government 
of Canada 1983; Medical Services Branch 1984). 
It would appear that the government 
acknowledges the relevance and utility of 
traditional healing approaches within the 
international and national political arenas, but 
has not actively, nor formally, initiated 
collaborative or interactive efforts between staff 
at the field level (physicians and nurses in 
particular) and members of the traditional 
health care system. It is suggested that the 
government is only marginally supportive of 
the non-formal health care system. Policy and 
staff orientation which direct supervisors and 
field personnel towards a _ collaborative 
approach with the traditional health care system 
would contribute to an improvement in 
relations with members of the non-formal 
health care system. This would ultimately 
improve the quality of holistic health care 
provided to Native people. 


52% (27) 
39% (20) 
67% (35) 
40% (21) 
42% (22) 
19% (10) 
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Traditional versus Non-Traditional Medicine: 
Must One Die for the Other to Exist? 


Theodore A. Mala 


Must one way of life die so that another can 
live? Being of Eskimo-Russian origin, I find 
myself in the middle of this argument on a 
regular basis. I have been trained in the 
Western model of medicine, yet find myself 
walking in both worlds of the Native and the 
non-Native.! 

My family is from the area of Kotzebue, 
located above the Arctic Circle in northwest 
Alaska. It is an isolated land without roads and 
has a three-thousand-person population base 
which serves a number of surrounding 
villages. Within this region, there is a system 
of traditional and non-traditional healers who 
often work closely together. 

For the sake of clarity, “traditional” 
medicine refers to that form of health care that 
has been practiced within Native cultures before 
the introduction of Western style medicine. 
Traditional medicine should not be confused 
with shamanism, which is associated with a 
series of trances and spirit worship and does not 
necessarily address itself to health practices. 
Certainly it was (and perhaps in some places 
still is) a very strong psychological force which 
affects individuals in a variety of ways. 

In Alaska we have spent millions of dollars 
on alcohol and mental health programs for 
Native people, many of which programs have 
been ineffective and non-productive. We still 
have the same problems and alcohol continues 
to be related to our number one cause of death: 
accidents. The question is: what have we 
learned from all that experience and money? 
Why are we not any better off? Why are Native 
people unnecessarily dying from the same 


1Although this article is based upon Dr. Mala's 
experience in Alaska, it has relevance for the Canadian 
North. 


problems? What is the role of the tribes or the 
regional corporations or the government in 
addressing these questions? How can we 
develop more sensitivity to these questions? 

These conflicts have a price. Even if a 
financial bill could be paid, there is also a 
mental health bill to be paid. The development 
of a cash economy took many years in the 
history of the south forty-eight United States, but 
took a very short time to occur in Alaska. Even 
though our people have been thrust into the 
modern world, the mind and body take time to 
adjust. What was held to be important, and even 
sacred, was taunted as superstition and old 
fashioned, a way of life out of line with the rest 
of the world. Not only an introduction to a new 
way of life has occurred, but also to a new value 
system — one not necessarily in the best interest 
of the people. 

Government has often taken on the role of 
telling people what they need. In these times of 
scarce resources, it is strange and curious to 
observe government reversing its role and now 
trying to extract itself from most of the 
obligations that it has made to our Native people. 
This tends to leave Native people in the strange 
position of first being encouraged to be 
dependent and now, quite independent. 

Government and others have encouraged 
Native people to turn to it when they have a 
problem. For example, when people have a 
problem with a neighbor, they call the police. If 
they need money, they contact a social worker; 
if they need medical care, they call their 
hospital or village health aide; if they have an 
alcohol problem, they call a treatment center; if 
they have a problem with their child, they 
contact the school. In essence, everyone has 
somehow been encouraged to become a ward of 
the state. But when resources are scarce and 
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programs are dropped, nothing is left in their 
place. 

Programs that have been quite successful in 
other populations have been brought to the North 
by decision makers who thought they would be 
equally successfully transplanted. They did 
not understand various cultural and geo- 
graphical factors which would necessitate that a 
program relate to the community or that follow- 
up treatment would be an extraordinary 
sacrifice on the part of the participants. 

Some of the programs depend on frequent 
visits to a therapist, which does not take into 
account the lack of public transportation (other 
than sporadic and expensive airplane service) 
in our villages. “Frequent visits” mean 
frequent hardship in getting to a treatment 
center. Often people travel by snow machine, 
three wheeler, all terrain vehicle or even dog 
sled to get to treatment centers, which are 
located in the larger population areas. Depend- 
ing on the time of year, some of these modes of 
transportation can be life-threatening. To base 
a therapist in a small village is not cost 
effective and is often inappropriate. The 
government’s desire to help people is there; but 
due to lack of experience or knowledge, the 
wrong approach is often used, and the end result 
is more frustration on both sides. 

Another factor is that Native consumers do 
not determine what they want for their 
community, much less being asked how they 
think a problem should be approached. The 
responsibility for the community has been 
taken out of their hands. 

One of the basic movements these days in 
our communities is something which is called 
the “Spirit Movement.” It is a return to basic 
values which reverses the trend and returns the 
responsibility for the individual’s life back to 
one’s self: something that has been a basic way 
of life for Native people for centuries. This is 
not an easy change for the non-traditional 
medical community to accept. Those trained in 
Western medicine expect little back from the 
patient other than a response to “do you want to 
have an operation or not?” The Eastern, more 
holistic approach to medicine, is one that is 
gradually being learned by the medical 


community today, and the practitioner is 
beginning to see the patient as a partner in his 
or her own health care. Communities are being 
allowed more freedom to choose levels of health 
care consistent with the resources that are 
available to them. 

Traditional medicine has been around a 
long time, something that Western medical 
practitioners tend to overlook. Some practition- 
ers are so rigid that unless treatment has been 
proven scientifically in the Western model, it is 
deemed without merit (see Morse et al., this 
volume). 

Sometimes we do not know why treatment 
works in Western medicine or why all things 
happen. The role of the patient, both mentally 
and physically, is finally being accepted as 
more important by non-traditional practition- 
ers. The attitude of the patient can at times even 
cure him or her. An interesting science called 
“psychoneuroimmunology” studies the disease 
process and the production of endorphins that 
protect individuals from a number of diseases, 
including cancer. 

Recent Western medical research has 
proven that the low incidence of coronary heart 
disease among Eskimos is linked to certain 
polyunsaturated fatty acids in the cold water 
fish and marine mammals that constitute a 
substantial portion of the traditional diet. This 
discovery has led to the development of a new 
commercial non-drug product that has been 
suggested as a supplement for patients at early 
risk of heart disease. Co-existence of tradi- 
tional medicine and non-traditional medicine 
can be mutually beneficial. The traditional 
healer continues to have an important role in 
the healing process of Native peoples. The 
traditional healer is one who is associated with 
a helping process that is for the betterment of the 
individual. These individuals often work with 
the non-traditional Western medical system 
and often refer patients that seek help from both 
traditional and non-traditional practitioners. 

Just as you cannot divide the mind from the 
rest of the body (as Western medicine did for so 
long), so you cannot divide traditional from 
non-traditional sources of support for indivi- 
duals in a community. This became clear to me 
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when I worked in New Mexico for the U.S. 
Public Health Service (Indian Health Service). 
I saw Navajo patients who would not visit a 
medical doctor without first having seen their 
own medicine man. That included medical 
personnel who worked in the hospital as well as 
the population in general. In fact, medicine 
men were allowed into the hospital to work side 
by side with the physicians when the condition 
of the patient warranted it. 

In Alaska we have some traditional healers 
who participate with the clinical services in the 
same way. Shamans, as far as I know, have 
mostly stopped practicing, due to non- 
acceptance by the communities or due to the 
influence of Western religions in the area, or 
have died from old age. 

Millions of dollars have been put into our 
communities to bring Western treatment 
programs to us, yet they have not worked. The 
traditional system that has been in place for 
centuries has been ignored this century. This 
system, which we call the “Spirit Movement,” 
calls attention to those basic values which stress 
points such as respect for others, caring for one 
another, respect for elders, knowledge of 
language, responsibility for one’s self, sharing, 
respect for nature, belief in God. 

This seems quite basic in terms of human 
values, but we as Native people feel we are 
getting away from them and that is the root of 
our problems. Responsibility for self means that 
we must take control of our own lives. We must 
not rely on outside influences (the state) to do 
everything for us. Unless a person wants to 
become cured of something like alcoholism, that 
person will never succeed until the program or 
the individual puts the responsibility back 
where it belongs: on the individual. 

I believe there is a role for traditional and 
non-traditional ways of healing to co-exist. I 
feel that one cannot exist without the other in the 
treatment of Native people. People often ask 
which is “better”: traditional or non-traditional 
forms of medicine, and I have to reply, “They 
both have a role in the healing process. One 
needs the other in the treatment of Native 
peoples.” It is somewhat of a holistic approach, 


just as you cannot treat the body without treating 
the mind. 

The experience of the Siberians has been the 
same. In our discussions in Siberia, I have 
often heard that today sociologists are 
concerned that boarding school has made 
Native people quite dependent on government 
for all of their needs and that this dependency 
has continued into their adulthood. This has 
been seen as not a good thing as sociologists feel 
that Siberian Natives have not been taking 
enough responsibility for their own lives. 

Much Siberian medicine combines factors 
that include some of the traditional values 
along with “modern medicine.” Shamans are 
no longer existent as just about all of them have 
died. There are specialists though who dedicate 
their lives to studying traditional medicine and 
how to incorporate parts of it into everyday 
practice. They have shown me films of very old 
shamans and medicine men practicing their 
beliefs, and their museums are filled with 
amulets and implements used in the 
ceremonies. 

It is my belief that throughout the circum- 
polar world, the World Health Organization 
northern task forces that have met in 
Greenland and other places have all come up 
with the same bottom line as that reflected in the 
Spirit Movement: if a man is tied to his land 
and his roots, a part of that value system must be 
incorporated into his treatment plan if there are 
going to be successful results. 

Furthermore, this needs to be examined in 
schools of medicine and public health where 
individuals are preparing for work in the 
North, including Alaska, Canada and Siberia. 
This is one of the areas that the Soviets have 
included in the joint Alaskan-Siberian 
Medical Research Program. It has been our 
collective experience that you cannot take 
Native people and and turn them into Europeans 
or something that they are not. 

To train effective Native medical 
practitioners, cultural differences must be 
recognized and incorporated into the study of 
medicine and public health. Failure to do so 
will result in practitioners who will not have 
ties to their lands nor their people and will not 


want to return home to practice medical skills. 
A sensitivity to both cultures, an ability to walk 
in and out of both worlds each day, is a skill that 
must be nourished during the training period 
and in later years to come. Role models must be 
nurtured who understand and respect tradition- 
al values as well as modern ones. This will be 
difficult because of the historical rigidity of 
medical educational specialists. 

People must be daring enough to develop 
new tracks of study arriving at the same end but 
incorporating values and experiences that will 
enable the individual to retain his or her tie to 
the land and the people. Otherwise we will have 
just developed another doctor as opposed to our 
intended goal: a Native doctor! 
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The Reformation in Health Care is Under Way! 


Hester Elliott 


The 9th Chapter of the Gospel of John tells us 
about a man who was born blind. He met an 
unauthorized healer, received his sight, and 
subsequently found himself in trouble with the 
authorities of his day. 

The Gospels are a most subversive piece of 
literature and the authorities were doubtless 
right, in terms of their own interests, to try to 
prevent the translation of these books into the 
languages of the people because these books 
teach lessons and make points that no authority 
structure can stand to have many people hear 
and learn. The lessons here are at least two. 

First, if people actually experience the 
remission of their illnesses and disabilities 
there is no hiding it, and they become a scandal 
to the authorities who are unlucky enough to be 
presiding over the district in which the 
inconvenient cures take place. Whatever his 
healer’s lack of credentials with the Pharisees, 
the man who was born blind knows that he was 
blind and now he can see. Moreover so does his 
whole acquaintance. 

Second, this certain knowledge of the cured 
patient is cited by Jesus as the only test for 
telling the real healers from the quacks. “By 
their fruits ye shall know them. Do men gather 
grapes of thorns or figs of thistles?” (Matthew 
7:16-20). 

If you look at the “fruits” — the results — 
then you see plainly that healing, like charity 
and lightning, can strike anywhere, and is, as 
a matter of simple fact, not the prerogative or 
possession of any orthodox structure, religious 
or medical. The Spirit bloweth where it listeth, 
and God rolls around the world like thunder, 
letting loose the lightning at random without 
regard to organizations and their structures. 
We might take as the patron saint of the process 
the Japanese legendary god of healing, 
Okuninushi-No-Mikoto, who travels around 
tossing good fortune from a large sack which he 
carries over his shoulder. 


Attempts to confine or restrict this 
inconvenient deity have led in the past to 
nothing but injustice and _ ridiculous 
predicaments for the authorities. So I will offer 
one observation on the common practice of 
attempting to validate the practices of other 
groups by the scientific methods of our own. It 
doesn’t work to evaluate the work of one group by 
the methods and paradigms of another. Nurse 
Caisse healed people with her herbal formula, 
“Essiac,” but the double blind test of her formula 
produced no such results. They left out one of the 
main ingredients, the careful love she gave 
along with the herbs. The love might not have 
worked without the herbs, but the herbs certainly 
didn’t work without the love. 

I was telling a group of Sioux people in 
Poplar, Montana, how to heal ulcers one day, 
when the local medical doctor and the public 
health officer walked in. Afterwards they said I 
shouldn’t have told those people which herbs to 
use to get rid of ulcers. I said, “Why is that? I 
learned about those herbs from another group of 
Native people. I am only returning to them their 
own information.” 

“But this hasn’t been proved to work 
scientifically,” said the lady doctor. 

“I don’t care,” said I, “and what’s more, 
neither do they. The ulcers go away.” 

“You are being irresponsible,” they said to 
me. “If you really know something that will 
cure ulcers, you should go through the proper 
channels and publish and make the inform- 
ation available to all.” 

I replied, “You heard what I said. If you 
want that to happen, you go ahead and do it. I 
haven’t got time to re-prove something we all 
know since time out of mind. I’m too busy 
cleaning up ulcers.” 

“And by the way,” I hollered after them as 
they left, “now that you heard which herbs they 
are, you will be irresponsible, according to your 


own criteria, if you don’t conduct double blind 
tests and try to prove us right or wrong.” 

There is one thing governments can do for 
all of us in this murky situation. They can act 
as referee and make sure that the treatments 
used don’t violate the medical oath of old — i.e., 
they can stop treatments that do harm. That 
includes those beloved by the orthodox establish- 
ment. If substances aren’t poisonous, they 
should be left to be tried if anyone wants to. 

One other thing the government can do — it 
can take steps to restore practical freedom of 
choice by giving the laity access to their tax 
money so that they can buy the materials and 
employ the practitioners of their own choice. 

Let’s use the guideline suggested by Jesus 
and look at the results. If a person hasn’t used 
the health care system for say five years, why 
shouldn’t the savings he has brought to the 
taxpayers be shared with him in some small 
way — why not excuse him from paying 
premiums for his health insurance for five 
years or until such time as he uses it again? It is 
good actuarial practice to share the benefits of a 
low-risk group with the members of that group. 
If you are willing to make a legal statement that 
you don’t ever use alcohol, you can get auto 
insurance at a reduced rate from a company in 
the States. Why should those who don’t drink 
and therefore have a much lower accident 
expectancy share the expenses of those who are 
fool enough to do so and drive? Why should 
those of us who take responsibility for our health 
and only need health insurance in case of the 
odd accident and surgeon’s fees pay the shot for 
those who eat junk, smoke and drink, and 
“doctor” all the time? 

These are things government could do. Let 
the people choose their health care and have their 
tax money share to pay for what they find brings 
results. 

As for the orthodox medical system, it is 
doomed to a much smaller and humbler role in 
the future. At the Reformation, few could have 
believed that the Roman Catholic Church would 
soon be disestablished in most countries — just 
one group among many to offer spiritual care. 

It may be equally difficult to envisage a 
genuinely multicultural health care system in 
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Canada. But the Reformation in health care is 
under way and there will be no stopping it! 
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PART II: 
ETIC VS. EMIC APPROACHES TO 


CONCEPTUALIZING ILLNESS 


The issue of how to classify diseases is a 
longstanding one in medical anthropology. 
There are those who have argued that, because 
we all belong to a single species, most diseases 
are found around the world, even though they 
take on different guises in terms of symptoms 
and associated behaviours. If this is the case, it 
should be possible to devise a _ scientific 
classification system, capable of taking local 
variations into account, which can be more or 
less standardized and used by doctors around 
the world. Such a nosology (classification 
system) would be, in anthropological terms, etic 
because it would be based upon a comprehensive, 
cross-cultural view of sickness and would thus 
not be limited to a single society. Etic, in this 
instance, simply means “from an outside point 
of view.” An etic classification system, in any 
science, can be applied by specialists to any 
society, even if the scientific nosology has little 
correspondence with the way the people living in 
particular societies divide up the world. 

There are others who argue that it is often 
inappropriate, and even ethnocentric, to adopt a 
classification system based upon Western 
scientific method, and apply it to non-Western 
societies. These people argue that differences in 
interpretation, symptoms, and behaviours 
associated with diseases must be treated as real. 
Thus, even if the same organic cause can be 
established for two ethnically different 
diseases, it is not the underlying cause which 
determines the nature of the disease but the 
entire complex created by the interaction of 
biological, cultural, and psychological factors. 
In other words, “meaning” cannot be left out of 
the equation. If stimulus “X” means two 
different things to two different groups, two 
different realities are created and must be 
handled differently. The emic approach in 
anthropology simply means that the people 
living in a group see reality in their own ways. 


Good science does not mean the universal 
application of a single methodology or classi- 
fication system, but describing reality in terms 
meaningful to people involved in that reality. 

The emic or “inside approach” can be 
carried even further. Anthropologists who have 
conducted field work know that there is not 
necessarily a single reality for a group of 
people. People are different at the individual 
level. Individuals have differing perceptions of 
what is wrong with them, how much pain is 
involved, to what extent they are incapacitated, 
what an appropriate treatment might be, etc. The 
most effective therapist is the one who takes the 
perceptions of the sick individual seriously and 
custom tailors the treatment to the situation. 
This, of course, takes time and requires a good 
deal of interpersonal skill on the part of the 
therapist. 

Many “modern” industrialized societies 
find the emic approach to be too inefficient and 
thus take a “lumping” approach in which many 
diverse individuals are placed into categories 
and treated “as if” they were the same. Lumping 
on the basis of externally derived and observa- 
tionally valid criteria is the essence of etic 
science. While etic science has proven its 
usefulness in many contexts, it has its limits. 

The following two articles explore some of 
the dimensions of the emic-etic controversy. 
Both authors are anthropologists and thus 
inclined to be skeptical of orthodox, etic 
nosological systems. One author, however, 
because of his medical training, is interested in 
revising, and thus salvaging, an etic classifi- 
cation system; whereas the other author 
illustrates how the emically oriented anthro- 
pologist bases an understanding of diseases 
upon the information supplied by Native 
informants. | 


Hidden Premises in Health Care Planning: 
Distortion by Inappropriate Nosology 


Joel Wilbush 


Discussing the integration of tradition, 
technology and science in the North, most people 
have a fairly clear, if generally lopsided, 
image of these entities. This is so whether they 
consider it during a special conference, while 
attempting to solve some of the problems of 
health care or in the context of another Northern 
service or activity. In as far as health care is 
concerned, “tradition” usually means the 
traditional beliefs and custom of the medicine 
man or shaman. Likewise “technology” often 
stands for modern medical “hi-tech,” while 
science is unreservedly equated with Western 
biomedicine. Yet every one of these categories 
consists of very much more and embraces so 
much over and above these facile descriptions. 
Indeed, they also contain many hidden, taken- 
for-granted, aspects which are not usually 
apparent even on careful examination. 

Though not as heterogeneous as Southern 
Canada, the North embraces a number of 
diverse cultures. Inuit and Amerindian, on the 
point of political separation, are themselves, 
especially the latter, far from being homo- 
geneous. Besides, the many years of close 
contact, missionary and, more lately, evangeli- 
cal influence, residential schools, misce- 
genation and other activities, often character- 
ized as “imperialist” aggression or “cultural 
genocide” by many present-day Native 
spokesmen, have had their effect. A significant 
proportion of the Northern aboriginal population 
has been completely acculturated to general 
North American values while some have 
embraced Christianity with a faith rare in most 
parts of Canada. These people often vehemently 
reject “traditional” indigenous medicine as 
witchcraft (O’Neil in this volume); in fact, they 
are sure to object to its integration into the health 
care services much more than the non- 
indigenous inhabitants of the North. 


While these and similar difficulties have 
persuaded some that attempts at incorporation/ 
integration of traditional healers within the 
present health care system can only lead to 
failure, as, indeed, they have done in the past, 
neither they nor others mention another 
“hidden” problem. This is associated with the 
unconscious importation to the North of general 
Western traditional values, often intimately 
bound with Western medicine. These ethical 
values, long taken for granted as part of the art 
of medicine have, however, recently been 
thrown into complete chaos. Reflecting a 
general crisis in Western culture (MacIntyre 
1976) the position has been furthered by the 
challenge of the great advances in modern 
medical technology. 

Western ethics are extremely aggressive. 
Though some of its more modern currents are 
more relativistic, Orthodox, especially deonto- 
logical ethics, including streams in bioethics, 
make no concessions, admit few exceptions, 
allow little consideration of other traditions. In 
this they are a thousand-fold more fanatic than 
the European religions which so many of the 
Native elders and spokesmen blame for the 
destruction of their culture and traditions. Both 
Inuit and Amerindian cultures have their own 
traditional ethical values. These are, moreover, 
seldom shed, even when members of the culture 
accept other values of the dominant society. Is 
there, in these circumstances, any justification 
for importing the ethical standards of North 
American medicine to the North? Is it not best, if 
at all possible, to leave the vexing problems of 
abortion, euthanasia or others in the South and 
let a fresh consensus arise in the North? 

The emphasis on “hi-tech” has almost made 
us forget that technology covers all know-how of 
performance. This embraces the skills of the 
clinician, be he a medicine-man, shaman or 


Western doctor, at interviewing, diagnosis and 
treatment. The technical excellence of bio- 
medicine is manifested almost exclusively in 
the last two phases of the patient-healer 
interaction while the common habit of cutting 
the interview short, especially in “cubicle- 
centered” practices, severely militates against 
the development of a close relationship. This is 
even more apparent when patients are subject to 
behavioral disorders (Wilbush 1982). When 
traditional Amerindians turn to healers, which 
they do, very much like Christian Scientists or 
Hutterites, in order to restore their harmony 
with their environment, the interview phase 
assumes a major importance. The medical, or 
healing, encounter assumes a very different 
character; it demands more time and greater 
depth than is the rule in biomedicine. 
Confusion, directly traceable to these differen- 
ces, is understandably, therefore, constantly 
causing difficulties when Amerindians are 
being treated in (biomedical) city practices 
(Hanson in this volume). 

Differences in relating to or looking after 
patients are a direct outcome of more funda- 
mental, often “hidden” modes of approach to ill 
health. Western medicine, slowly building on 
the Classical attempts of the followers of 
Asclepiades and the Empirics, has concentrated 
its efforts, especially during the last two 
centuries, on the exact definition of the various 
forms of disease and the possibility of a specific 
cure for each one of them. Indigenous medicine, 
in common with the Hippocratic tradition, 
general (family) practice until early in this 
century, and now holistic trends, have, on the 
other hand paid, and pay, more attention to the 
patient and his illness than to the exact 
character of the morbid process from which 
he/she may be suffering. Western medicine 
adopts an objective, analytic approach, heavily 
influenced by science, while holistic approaches 
have chosen a social supportive way to help 
patients. Both are valid and both achieve 
success. Together they should be doubly 
effective (McWhinney 1986, Smilkstein 1986). 
Yet this is usually not so, for patients and health 
care givers commonly opt for one system or the 
other, seldom utilizing both. 
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Reference has just been made to distinctions 
between the disease, morbid process, which 
affects the patient and his/her illness, the 
experience of ill health and suffering. We owe 
the delineation of these to social scientists (e.g., 
Eisenberg 1977) rather than to experimental, 
“exact,” strictly objective savants. Looking at 
medicine as a social activity proved in this 
instance much more illuminating than 
examining it in its own terms. In fact some who 
refuse to adopt this attitude have sadly confused 
these terms, even while trying to elucidate them 
(e.g., Jennings 1986). 

It is obviously in this and similar fields, 
rather than in direct involvement, that a 
researcher can best help the planning of health 
care services in the North. An understanding of 
the processes involved in, and the differences 
between, various systems of healing may help 
much more in evaluating the role of indigenous 
or alternative medicine than blind criticism. 
This applies equally to the dismissal of 
indigenous medicine as “primitive” witchcraft 
or deception as to tirades against the “pill 
mentality” of biomedicine. Obviously it would 
be a gross and wasteful mistake to continue to 
impose biomedicine, as generally practised in 
North America, on the population of the North. 

The recognition of the distinctions between 
illness and disease, just referred to, or their 
elaboration on the clinical level, separating 
symptoms (= presenting symptoms) from 
semeions (= elicited symptoms) (Wilbush 1984) 
are clearly of major importance in under- 
standing variations in attitudes in health care. 
Nonetheless, since the subject, though by no 
means widely debated, has been well covered in 
the literature, little more is said about it here. 
Instead the rest of this paper deals with another 
“hidden” factor: nosology or the classification 
of disease. 

Though the classification of objects or 
concepts is but a résumé of previously amassed 
knowledge, its labels assume an identity of 
their own, and can have tremendous influence 
on behaviour (Whorf 1956). Once classified, 
items are seldom reexamined; they form a 
superimposed grid which references all actions, 
pigeonholes opinions, even directs emotional 
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responses. The taxonomy of disease, arrived at 
by biomedicine, has, in this way, in its turn, 
influenced the discipline. Moreover, having 
been borrowed by other disciplines and fields of 
endeavour, its authority has spread far and 
wide. This has been greatly assisted by the 
mistaken assumption, loudly proclaimed by a 
rising generation of “scientific” doctors, that 
modern biomedicine has at last constructed a 
truly objective, scientific nosology. In fact, 
however, it is, like most other classifications, 
but a technological tool designed primarily to 
help in diagnosis. 

In its simplest form, classification 
differentiates between one binary category and 
another: the attractive from the noxious, the 
edible from the non-edible, the dangerous from 
the safe. On a more complex level it separates 
objects into categories: the sexually desirable, 
neuter, indifferent or repulsive. These 
distinctions are all subjective, based on the 
relation of the various categories to the 
individual or/and the use he/she can make of 
them. In fact, almost all classifications (the 
exceptions are mostly a few scientific taxo- 
nomies) are similar in this respect; they reflect 
only those aspects of reality which are of interest 
to the user/family/trade/mankind. They are 
tools, simple “software,” directories or guides. 
They allow rapid action without fresh decision, 
indicate direction, place or type of activity, the 
position of different items and their relation- 
ship to one another. Being tools, most classifi- 
cations are constructed with a specific purpose 
in mind; they cannot be used for other purposes. 
If, however, so employed, they invariably cause 
distortion. Acceptable in some circumstances, 
classification systems may easily lead to gross 
errors in both scientific work, and its 
application. 

Let us examine a couple of examples. The 
classification and common names of trees 
largely depend on the quality of their timber. 
Ash and mountain ash are very similar hard- 
woods. The first is obtained from the European 
and North American species of fraxinus, a 
member of the Oleaceae; the second is an 
Australian eucalypt of the myrtle family. Their 
common classification, as implied in the 


similarity of their names, is important to the 
woodsman and timber merchant. It is a 
pragmatic form of labelling dictated by 
economic interests which cannot be applied in 
botanical studies. 

Scientific botanical taxonomy, on the other 
hand, emphasizes familial similarities, often 
deduced from relatively insignificant common 
structures, and is not concerned with other 
characters. The Euphorbiaceae comprise many 
types of plants with similar, typically insigni- 
ficant flowers, herbs, shrubs and large trees, 
ranging from spurges or poinsettia to many 
cactus-like xerophilous plants or rubber trees, 
utilized for different purposes. The Linnaean 
botanical name indicates little of their 
economic or other uses by Man, their suitability 
as garden plants, cut flowers or source of 
caoutchouc. Though subsequently widely 
utilized in the evolutionary debate, Linnaean 
taxonomy was, when constructed at mid 18th 
century, as unbiased as it was possible to 
achieve. In fact, the agreement of the Linnaean 
taxonomy of plants and animals with later 
findings and its harmony with the evidence of 
paleontology and evolution, are not without their 
instructive aspect. They show that the pursuit of 
an unbiased outlook, free from anthropocentric 
or ethnocentric prejudice, may often point the 
way to the acquisition of further insights. 

The most common classification of ill 
health among doctors and the lay alike refers 
diseases to the topography/anatomy of the 
patient. Highly pragmatic, it guides health-care 
givers to variously recognized fields of medical 
practice, serving at the same time as a directory 
for those who wish to seek their advice. The body 
of the patient is thus “carved” with the cranium 
and its extensions going to the neurologist; eyes 
to the ophthalmologist; ears, nose and throat to 
the otolaryngologist; blood to the haematologist, 
and so on, with the proctologist bringing up the 
rear! Another, more recent, division sorts out 
patients by age, syphoning the extremes to 
neonatologists, paediatricians and geronto- 
logists. This classification also serves as a 
directory for patients who can easily, more so in 
the USA than Canada, find their way to a doctor 
of their choice without directions or official 
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referral from their “generalist” family 
physician. 

It is interesting that several non-medical 
health-care givers, some of whom are 
practitioners of alternative medicine, have 
managed to crash the party and stake their 
claim to portions of the patient’s body. Dentists 
and optometrists have practised their 
specialities for a few centuries but osteopaths 
and chiropractors are relatively recent and still 
largely confined to North America. Others 
include psychologists, physiotherapists, mental 
health and other nurses, as well as laboratory 
and X-ray technicians. 

The trend to specialization responsible for 
this “taxonomy” has left practically only 
general-practitioners and traditional healers, 
as “generalists.” The former, having decided 
that being “non-specialist” was damaging their 
image, invented for themselves a new 
speciality in “family practice” and started 
bestowing special degrees on its certificantes. 
Traditional healers have, however, essentially 
relied on people who cling to traditional views of 
health, though they do from time to time treat 
patients from other cultural groups. 

Such is the convenience of this pragmatic 
taxonomy that it is very widely used both in 
medical practice and health administration. It 
influences the planning of the medical 
curriculum, the subject matter of medical books, 
the departments of hospitals, even the functions 
of entire institutions. The influence of its 
labelling (Whorf 1956) is even wider, as is more 
than apparent in the case of the various doctors 
of alternative medicine, as well as some of the 
medical specialities like psychiatry, a subject to 
which we shall return. Medicine’s scientific- 
clinical nosology is, however, very different 
from the topological classification discussed 
above. Grounded in pathology it is greatly 
influenced by the teaching of Virchow (1821- 
1902) and others as expounded in the Archiv fiir 
Pathologische Anatomie which he edited. 
Learned early, as the medical student meets 
his/her first basic, truly medical science of 
pathology, it remains as the taken-for-granted 
substratum of all other clinical/pragmatic 
classifications. Indeed diseases of each bodily 


region are always reclassified in accordance 
with its categories, some of which, like neo- 
plastic disease or severe infection, determine 
the urgency of treatment, type of nursing and 
department or institution in which it is carried 
out. 

This is the taxonomy of disease which is 
generally referred to when other disciplines 
touch on medical matters. It is utilized, directly 
or indirectly, via secondary classifications 
like the standard nomenclature (Thompson 
and Hayden 1961) or international classifi- 
cation of disease (World Health Organization 
1967), by commercial medical insurance 
companies, governmental schemes, including 
Northern health care, social agencies and 
similar bodies. An understanding of this 
nosology is therefore essential for our purpose, 
not only for theoretical reasons but also the most 
crass interest in the practical workings of the 
health system in the North and the possible role 
it can offer the indigenous healer. 

The present nosology has developed through 
endless modifications of pre-existing schemes. 
Hippocratic emphasis on the care of the patient, 
rather than the cure of his ills, combined with 
the relative ineffectiveness of unrefined, 
natural remedies, encouraged neither exact 
diagnosis nor interest in elaborate classifi- 
cation of disease. Sydenham’s (1624-1689) call 
for an accurate taxonomy of disease, parallel to 
that of “botanical phytology” (Sydenham 1676) 
followed the discovery of the first specific 
therapy, cinchonabark, which acted on one 
well-defined fever, malaria (Garrison 1929). 
The many nosologies since constructed all had 
to be abandoned or modified with the growth of 
medical knowledge. Yet, despite very strong 
scientific objections, the first division of 
orthodox nosology still separates disease on 
Cartesian lines into “physical” and “mental” 
diseases (Figure 1). 

The early segregation of “mental diseases” 
from the main body of medicine has had a 
tremendous effect. Contrary to Hippocratic 
traditions, as well as the attitudes of many non- 
Western systems of healing or the recent trends 
in holistic medicine, it has also, in part, 
estranged “generalist” family physicians. It 
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has drawn an intellectual curtain between those 
who care for the physical well-being of patients 
and those concerned with their “mental,” often 
general, welfare. It must, on the other hand, be 
admitted that it has unfettered research in the 
organic aspects of medicine and is, at least in 
part, responsible for the many spectacular 
achievements of modern biomedicine. 

Though the standard nomenclature of 
diseases (Thompson and Hayden 1961) 
ostensibly enumerates all disease, its forte is 
undoubtedly its treatment of “physical” 
diseases. Constructed as an aid, a medical 
directory for the insurance industry, its authors 
have taken extraordinary pains to be 
scientifically accurate. As a result orthodox 
nosology embodies many of the ideals towards 
which organicist biomedicine has been striving 
and reflects much of its theoretical background 
at mid century. 


During the latter half of the 19th and the 
first half of the 20th century the practice 
of medicine underwent many changes 
. a trend had occurred away from the 
clinician towards the more specific and 
definite specialist ... a need had develop- 
ed for increased clarity of expression. 
Specificity of diagnosis had crystalized 
to highly specific, anatomically, 


histologically and etiologically correct 
expressions of disease. [Thompson and 
Hayden 1952:1] 


These were embodied in the nomenclature 
of disease by following Virchowian teaching: 


...the basic principle that “every disease 
is the result of a cause acting on an 
organ or tissue in the body”. A complete 
diagnosis is one which follows this 
principle ... a ... term which embodies 
both cause and organ or tissue affected. 
[Thompson and Hayden 1952:9] 


This principle, needless to say, cannot 
easily be applied to many “mental” disorders, 
but this does not seem to matter, for they are 
often given short shrift, an attitude much in 
keeping with the interests of both insurance 
companies and governmental agencies loathe 
to assume the costs of a long, seemingly 
endless, disability. On the other hand the 
decisive, final categorization, made even more 
blatant by appending a numerical label to each 
diagnosis, seems to fossilize it, cast it in iron. It 
leaves no room for the frequent controversies 
inseparable from clinical practice. It stresses a 
clarity and exactitude borrowed from objective 
science, the certitude which the lay expect from 
their medical advisers. 


lll health 
Physical (organic) diseases Mental disease 
Trauma Infection Degen- Neoplastic Immuno- Mental Psychoses Neuroses 
eration diseases allergic _retardation and allied 
disorders 
Congenital Acquired Auto- Allergies 
immune 
conditions 


Endocrino- Age 
metabolic correlated 


Figure 1. Orthodox scientific nosology: primary divisions 


Medicine is, however, an ever-expanding, 
living discipline and the categories which 
seemed so exact only 35 or so years ago appear 
out of date today. The inordinately large space 
and bloated importance originally allotted to 
infection! has now, thanks to modern therapy, 
diminished not only in practical but also 
theoretical terms. The scourges of yesteryear 
can now be contemplated with equanimity and 
seen for what they are: traumata inflicted by 
external agents, microscopic “predators” or 
pathogens (Figure 2). A large number of 
diseases due to effects of extraneous allergens 
or auto-immune reactions have, on the other 
hand, either been misclassified or completely 
omitted (see footnote 1). The reason is simple: 
little was known about these conditions in the 
1950s. The nosology outlined in Figure 1 
rectifies this irregularity, though the category is 
split in the classification suggested in Figure 2. 


1The Alberta Health Care list of three-digit diagnostic 
code categories (based on the standard nomenclature, 
note 17) allots 139 out of its 999 categories (approx. 
14%) to infections. Only two categories are allotted to 
allergy. 
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The present position of psychoses and 
indeed “mental diseases” is of much greater 
interest. Physiological and pharmacological 
research into the nature of the synapse suggests 
that the psychoses are largely due to biochemical 
disorders at these “neural junctions,” while 
therapy with pharmaceutical agents since 
discovered more than confirms these hypothes- 
es. Psychoses can therefore be regarded as 
degenerative metabolic/endocrinal disorders 
not very different from diabetes. Their 
behavioral effects are not due to any intrinsic 
quality but can be entirely explained by the 
effects on the brain, the organ in which these 
derangements occur. In this, psychoses are like 
other organic brain syndromes such as the 
effects of cerebral hemorrhage or tumors and 
other intracranial lesions. Since mental 
retardation, whether congenital or acquired, is 
also due to morbid changes, the only remaining 
“mental diseases” are the neuroses. 

The international classification of disease 
was published by the World Health Organi- 
zation as a manual for statistical classification 
(World Health Organization 1967). It does not 


Ill health 
Morbid Conditions Behavioral Disorders (Cognitive 
Disorders) 
Trauma Degenerative Psycho- Neuroses Other stress- Personality 
(extraneous processes somatic induced disorders 
agents) conditions conditions 
including 
trauma by 
path. organ- 
isms, toxic 
pollutants, 
carcinogens, Agenesis Endocrinal- Neoplastic Autoimmune _Deficiency 
allergens, etc. (genetically metabolic diseases 
determined (failure to 
accelerated obtain essen- 
degeneration) tial materials) 


Figure 2. Proposed socio-biological nosology 


: primary divisions. 
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pretend to be either exact or scientific, In fact it 
admits that “efforts to provide a statistical 
classification upon a strictly logical arrange- 
ment of morbid conditions have failed in the 
past” and therefore accepts compromise. 
Keeping in view the aim of an international 
quantitative study of disease and the realities of 
an imperfect world, it pragmatically allots a 
separate title only to common or important 
diseases. It realizes it cannot be more accurate 
than the doctors, whose diagnostic habits vary 
with culture, country, cohort or period of 
training. It tries to work with the data and 
achieve a limited objective — an objective it 
clearly advertises in its title. 

This is, however, seldom the case with other 
taxonomies. The purpose of the international 
nomenclature is made clear by its approach, by 
the manner in which it attempts to make the 
esoteric Latin and Greek medical terminology 
understandable to lay medical-librarians 
through converting diagnoses into numerical 
library-labels and nosology into the shelf- 
positioning of books. It is therefore not 
surprising that its pretensions at exactitude and 
clarity have proved misleading. Insurance 
company statistics, like those of Mutual Life, 
may, in as far as they depend on _ such 
taxonomies, not reflect reality. On the other 
hand, opportunities for evaluating services, as 
those of the various Canadian health schemes, 
have been sadly missed by utilizing diagnostic 
code-lists based on this taxonomy. 

More seriously, medicine itself has not 
modified its own “scientific” nosology, nor 
made it clear to other disciplines. It is not, in 
reality, a scientific descriptive taxonomy, 
parallel to those of Linnaeus, but an aid to 
diagnosis, a clinical tool to be used only in 
medical practice. Its use for medical ethics or 
the legal profession has already led to 
distortions, as in the definition of insanity. Its 
utilization by governmental agencies has 
likewise misapplied resources and, what 
concerns us here, denied indigenous healers 
official access to the members of their own 
community. 

An attempt is here made to present the 
general outline of the primary divisions of a 


proposed socio-biological nosology (Figure 2) 
which is based on current medical, sociological 
and medical anthropological data. While fully 
aware that any view of ill health must first 
emphasize the integrality of human unity, this 
does not preclude us from looking at its various 
facets or, as done here, the different fields of 
life’s activity. The proposed plan views ill 
health in terms of the field of action most 
affected, for though all and every activity 
influences all others, one is usually the more 
traumatized. 

Rejecting cartesian duality and especially 
the considerable baggage it has accumulated, it 
is possible to distinguish three main fields of 
action: bodily activity, socio-emotional 
behaviour and cognitive processes. II] health is 
however largely limited to the first two, though 
at least one system of medicine, in Eastern 
Europe, accepts primary cognitive aberrations 
as a “disease.” 

Morbid lesions affect bodily activity 
directly. They can be caused by either 
extraneous agents or disorders in cell function 
(which in turn may, as in neoplastic disease, be 
initiated by outside agents, carcinogens). The 
effects of gross injury are the most obvious ones 
caused by extraneous forces. Invisible, yet no 
less noxious, trauma may result from contact 
with a multiplicity of agents ranging from 
microscopic life forms to toxic, carcinogenic or 
allergenic substances. Disorders in cell 
function or “degenerative processes” are usual- 
ly age correlated; they may, however, be greatly 
accelerated by congenital defect, such as 
inability to produce certain enzymes or other 
essential substances, by extraneous agents such 
as industrial pollutants, or by failure to secure 
essential metabolites or other substances, as in 
famine or avitaminosis. 

As pointed out above, once the orthodox 
nosological category of “mental diseases” is 
critically examined the only genuine “mental” 
conditions are found to be the neuroses and 
similar disorders. These conditions are, in 
fact, consequences of social stress and are, 
strictly speaking, more social than biological 
disorders. This is so despite their presentation 
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as illnesses, including occasionally even 
morbid manifestations. 

The designation “behavioral disorders” 
(Wilbush 1982) is here used as a technical term 
to describe all forms of ill health primarily or 
preponderantly due to social or emotional 
stress. These encompass all aberrations in the 
field of socio-emotional behaviour and include 
psychosomatic conditions, neuroses and other 
conditions due to social stress, as well as 
ontogenic disorders of behaviour more 
commonly referred to as personality disorders. 
Extremely varied in presentation they often, 
because social stress uses the same terms of 
somatic expression as physical stress, imitate 
morbid conditions. This has always raised 
diagnostic problems, for though intuitive 
diagnosis, as is the rule in many systems of 
medicine, is not particularly difficult it is not 
always accurate; while clinical diagnosis, 
which largely depends on exclusion, is both 
tedious and time-consuming. In fact, the 
methods of Western biomedicine have proved 
most inefficient both in the diagnosis and 
treatment of these disorders. 

Social and emotional “normalcy” varies 
with culture, systems of beliefs, practices of 
child rearing and social organization. So do 
social and emotional stress and behavioral 
disorders. Exemplified in various culture- 
bound syndromes, the differences extend right 
through to all behavioral disorders; indeed it is 
apparent in every expression of illness. Yet 
there is a radical difference between the 
presentation of illness and the behavioral 
disorders themselves for the first is only the 
way the patient expresses his problem while the 
latter involve factors that are rooted in social 
stress (see Figure 2). 

Viewed in terms of the proposed nosology 
(Figure 2), patients with behavioral disorders 
are best treated by healers who are familiar with 
their culture. This is not to say that a doctor who 
is a stranger to the culture is unable to diagnose 
or treat such conditions, for many manifestly 
do. In fact, in many cases exotic, strange 
doctors do very well. However, as a rule, they 
are liable to make more mistakes, treatment 
may be unnecessarily prolonged and often 


more costly, while results are in most instances 
not as successful. Other factors also change the 
position in one direction or another. 

Translated into the context of the North, 
indigenous traditional healers can and should 
treat members of their own culture (or others 
seeking their advice) who are subject to 
behavioral disorders. This has long been 
intuitively accepted in practice as well as by 
governmental bodies (e.g., Government of 
Canada 1983). Nonetheless it is still criticized 
as a penny-pinching policy by persons who wish 
to make political mileage of omission of 
services designed for the South, however 
unsuitable they are to the North. Emphasis on 
the gulf between behavioral disorders and 
morbid processes and especially their 
treatment, tend, on the other hand, to support 
O’Neil’s objections to the _ integration/ 
incorporation of indigenous medicine in a 
service based on Western biomedicine (O’Neil 
in this volume). These objections would, 
however, not pertain should such a service be of 
a different character, and not a “simple 
transposing or copying” of general Canadian 
health care services (Weller and Manga in this 
volume). The recognition of traditional 
indigenous healers would inevitably demand 
concessions on both sides. Doctors versed in 
biomedicine will have to realize that behavioral 
disorders, including a host of psychosomatic 
complaints, respond better to traditional cures. 
Traditional healers will almost certainly be 
required to refer patients with morbid 
conditions which respond to modern treatment 
(though, possibly, retaining contact with them). 
To ensure this they may be asked to undergo a 
very basic training in biomedicine, especially 
in the significance of the few laboratory and 
imaging screening and monitory tests which 
can be performed easily by themselves or 
nurses. These can usually detect most treatable 
morbid conditions. Indigenous traditional 
healers or medical interpreters (O’Neil in this 
volume) can also be available for consultations 
to doctors unfamiliar with local presentations of 
illness or medical concepts. Their guidance in 
the interpretation of these conditions may, in 
addition, help in educating both patients and 
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doctors. If necessary they can take over the care 
of the patient, or, if an interpreter, refer him/her 
to a suitable healer. In reverse, Native healers 
may, like traditional healers in Zambia or 
Zimbabwe, also refer those suspect of having 
morbid lesions for biomedical investigation 
and treatment. 

Beside being financially attractive, never a 
serious fault, this proposition is, in view of the 
analysis of the nature of ill health here 
presented, clinically sound. Moreover, 
considering the very poor track record of 
Western biomedicine, including psychiatry, in 
the treatment of behavioral disorders, the 
success of such a scheme may not only be 
instructive but become a model for other health 
care services. 
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The Response to Chronic Disease: 
Changing Models of Illness in an Ojibwa 
Community 


Linda C. Garro 


The pattern of health and sickness in 
Canadian Indian communities is currently 
undergoing what has been called an 
“epidemiological transition” (Young 1986). In 
recent years, a decline in the incidence of 
infectious diseases has been paralleled by an 
increase in that of chronic, life style related 
diseases, the most common of which are 
diabetes and hypertension. Individuals diag- 
nosed as having either of these diseases are thus 
faced with a relatively “new” type of disorder. 
Because diabetes and hypertension are long- 
term illnesses, individuals and families faced 
with them commonly develop interpretations of 
illness process and ways of responding to 
perceived symptoms. The influences on such 
lay medical knowledge are varied. Of central 
importance is shared cultural knowledge about 
the nature of illness in general which shapes the 
perception of and response to these new 
disorders. Information is also obtained through 
either personal experience with the illness or 
through discussions about the experiences of 
others. Yet other key sources are health care 
practitioners who provide treatment and advice. 
The biomedical perspective is represented 
primarily by physicians and other health care 
workers. Folk curers may also be consulted. 

Although each individual has a unique set 
of beliefs or explanatory model (Kleinman 
1980) about any given illness, much inform- 
ation about an illness is shared within a 
cultural setting and can be represented with a 
cultural model. Cultural models are the 
cognitive frameworks used to interpret per- 
ceived symptoms, make causal attributions, 
and provide the basis for actions taken in 
response to illness. In Indian communities, 
cultural models for hypertension and diabetes 


are products of an ongoing dialectical process 
between cultural knowledge and biomedical 
input. In this paper, the central focus is on high 
blood pressure and the contribution of different 
sources of medical knowledge to the mainte- 
nance of the cultural model. Interviews were 
carried out with individuals diagnosed as 
having high blood pressure, health care 
practitioners working through the local health 
centre, and Indian folk curers. The same 
research design was also employed to explore 
cultural knowledge about diabetes (Garro 
1986a). Although this data will not be discussed 
in detail, the similarities with the cultural 
model for high blood pressure will be 
highlighted. 


The Research Setting 


The research was carried out on an Ojibwa 
(Saulteaux) reserve community of approxi- 
mately 2000 people located on the shores of Lake 
Manitoba. Staff at the local health centre single 
out diabetes and hypertension as the two most 
important health problems for the adult 
population. Community members over the age 
of forty were quick to point out that “in the old 
days” nobody had diabetes or hypertension, but 
at the present these diseases are extremely 
common. Some informants would stress this 
change by saying things like “nowadays 
everybody is a diabetic.” 

Three groups for each illness participated in 
the research. Information about the diabetes 
interview is also given as procedures used so 
closely match those of the high blood pressure 
interviews. The first group is made up of 
individuals who were diagnosed as having 
high blood pressure or diabetes. These groups 
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will be referred to collectively as the patient 
eroup, and individually as the hypertensive or 
diabetic group. These people were identified 
either through a list of chronic illness cases 
provided by the local health centre or through 
earlier interviews where people identified 
themselves or members of their immediate 
families as having one of these illnesses. (All 
were checked against medical records). The 
hypertensive group was composed of 26 
individuals, the majority of them women (n=21) 
with a mean age of 53 years. The diabetic group 
consisted of 34 individuals, again predomi- 
nantly women (n=26), with a mean age of 56 
years. In terms of formal education, two 
informants in the hypertensive group had 
completed grades 10 and 12, and one in the 
diabetic group had completed grade 8, but none 
of the others had gone beyond grade 6. 

The second group was composed of four 
local Indian curers and will be referred to as the 
folk curer group. One of these individuals was a 
woman who specialized in herbal remedies. She 
is known in the community for her treatment of 
diabetes, although she also claims to have a 
treatment for high blood pressure. The other 
three are men who are considered to have 
spiritual power that enables them to heal the 
sick. They are not just herbalists, and their 
special curing abilities are not primarily 
learned from others; both the power and the 
knowledge to cure are gifts granted through 
visions and dreams. They are known in the 
community as Indian doctors or medicine men. 

The third group consists of nine individuals 
involved in health care delivery to the com- 
munity at the time of the study, and will be 
called the health practitioner group. Two are 
community health representatives (CHRs). 
They are community members who work under 
the direction of the nursing staff and have 
received training from the Medical Services 
Branch of the federal government. Three are 
public health nurses who are in the community 
on a daily basis. The other four are all non- 
resident physicians. Three of these usually 
visit the community on a weekly basis and are 
available for consultation at other times in their 
base communities. The fourth physician is a 


long-term area resident who was the primary 
physician for this community in the past and 
who is considered by many to be their family 
physician. Although it is to be expected that depth 
of biomedical knowledge would vary among 
these individuals, they are grouped together 
because they are all involved in providing 
information about these illnesses to community 
members. The folk curer group and the health 
care practitioner group completed interviews 
about both high blood pressure and diabetes. The 
folk curer group and the health practitioner 
group will collectively be referred to as the 
healer group. 


Interview Design and Procedures 


Each informant participated in two 
interviews which were somewhat different, but 
basically comparable, across the three groups. 
Informants first talked about’ their 
understanding of the illness. Open-ended 
questions, based on Kleinman’s explanatory 
model interview format (1980:105) were used to 
guide the conversation. Explanatory model 
interviews center on five issues: “etiology; 
onset of symptoms; pathophysiology; course of 
sickness (severity and type of sick role); and 
treatment” (Kleinman 1978:87-88). In the 
patient group, individuals were asked what 
caused the illness, why it started when it did, the 
history of the illness, the kinds of effects it has, 
what possible and appropriate treatments there 
are, along with other related questions and 
additional questions that arose from the 
informant’s responses. For the healer groups, 
questions relating to the five issues listed above 
were asked within the context of how diabetes 
and hypertension would be explained to their 
patients. 

After this discussion, informants were 
presented with a series of statements and 
responded whether the statements were true or 
not. The statements covered the same topics as 
the explanatory model interviews, including 
cause (You can get ___ from being overweight; 
where either high blood pressure or diabetes is 
inserted in the blank); symptoms (A person 
with __ has difficulty falling asleep at night); 
consequences of the illness (__ can lead to a 
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stroke); and treatment (___ can be treated with 
an operation in the hospital). These frames 
came out of earlier informal interviews with 35 
informants about a variety of illnesses. Some of 
the statements came out of discussions about 
either high blood pressure or diabetes, others out 
of discussions of other illnesses. Many of the 
frames reflect the diversity of causes, symptoms 
and consequences associated with these 
illnesses that were mentioned in the informal 
interviews. For the patient and folk curer 
groups, the statements were presented in Ojibwa 
using a tape recording produced through a 
series of back translations with the help of 
trained Ojibwa-speaking medical interpreters 
and community members. The health practi- 
tioner group was given the statements using the 
closest English equivalent to the Ojibwa 
statements. There are 67 high blood pressure 
statements, and 68 diabetes statements. Of 
these, 62 of the same frames were used for both 
illnesses. 

Each of these interview formats provides 
somewhat different, yet complementary, 
information about the illnesses. The true 
statements systematically deal with a set of 
potential causes, symptoms, consequences, and 
treatments in a way that can be compared across 
informants and across groups. For the patient 
group, the explanatory model interview allows 
the informant to describe the illness and its 
consequences in terms of personal meaning 
and experience. For the healer groups, this 
interview gives the informant a chance to 
present his/her approach to treating the illness 
and the type of information he/she attempts to 
convey to patients. For all groups it makes clear 
the explanatory basis for the responses given to 
the true-false statements. 


Results 


A formal analysis of the true-false 
questions using cultural consensus theory 
(Romney, Weller and Batchelder 1986) has been 
carried out separately for the patient and health 
practitioner groups. The results of this analysis 
for the high blood pressure interviews are 
available elsewhere (Garro 1986b, 1987), but can 
be summarized briefly here. The data from both 


groups supported the assumption of shared 
knowledge within each group. Each group was 
also found to have different, but not completely 
unrelated models. The folk curers, who are too 
small a group to analyze separately, were 
analyzed with the patient group and individual 
curers shown to have essentially the same 
model as the patient group. In the discussion 
below, the representation of each group’s model 
is based on items that are high in informant 
agreement for the true-false questions and that 
are mentioned consistently in the explanatory 
model interviews. 


The Cultural Model 


The model using interview data from the 
patient group will be called the cultural model. 
It will be called this rather than the patient 
model because it represents knowledge about 
high blood pressure that is shared within the 
community as a whole. Separate interviews 
carried out with ten individuals who have never 
been diagnosed as hypertensive support the 
model to be presented here; the only difference 
in response is that responses are less elab- 
orated. As well, the folk curers share the same 
understandings about high blood pressure; the 
primary difference is their specialized 
knowledge about alternative treatments. 

In the explanatory model interviews, high 
blood pressure was described as an illness that 
comes and goes. Most informants claimed to be 
able to tell when their blood pressure was rising. 
Headaches, dizziness, fatigue and the sensation 
of blood rising to the head were all mentioned by 
more than half of the informants and at least 
one was mentioned by all. Other symptoms that 
were mentioned frequently in the explanatory 
model interviews and marked by high levels of 
agreement in the consensus analysis include: 
tingling in hands and/or feet; chest or heart 
pains; feeling hot; fast moving heart; blurry 
vision; and nosebleeds. 

Typically, informants mentioned more 
than one cause for their illness over the course 
of an interview. This was not meant to be 
contradictory or confusing. Informants would 
mention multiple causes either to suggest 
another probable cause, or, as high blood 
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pressure is perceived as an episodic illness that 
comes and goes, to show how different causes 
relate to different episodes of high blood 
pressure. For example, one informant cited 
grief at the death of his daughter as the initial 
cause of his high blood pressure. Another 
episode is linked to a time when he became 
drunk. He went to see his physician who 
reiterated that he had high blood pressure. He 
was still suffering from a hangover at the time 
of the visit and pointed out the parallels between 
his perceptions of rising blood pressure and 
having a hangover. Recent experiences with 
high blood pressure are linked to concerns with 
his health and for his children. Later, he stated 
that he had been told that too much salt causes 
high blood pressure. He agreed with this because 
one summer he avoided putting extra salt on his 
food and felt much better. He also mentioned 
that his father may have suffered from high 
blood pressure and maybe it had been passed on 
from his father to him. 

The most common causes mentioned in the 
explanatory model interview listed in rank 
order are: worrying too much; alcohol; over- 
exertion; runs in the family; being overweight; 
foods eaten today; salt; and pregnancy. All of 
the true-false statements relating to the causes 
listed above were marked by high informant 
agreement, with the exception of two statements 
asking about a possible genetic link indicating 
no cultural agreement on whether heredity 
played a causal role in developing hyper- 
tension. 

The cultural model links together the 
symptoms and causes. The Ojibwa label for 
high blood pressure translates as “blood that 
rises.” Four key concepts lie at the core of the 
cultural model. These concepts are implicit in 
informants’ statements and responses. They 
provide a framework for interpreting perceived 
symptoms and making causal attributions. The 
four propositions are as follows: 

1. High blood pressure is not always high; 
it goes up and down. 

2. When it goes up, the blood rises. When 
blood rises there is more blood in certain 
locations of the body. 


3. The location in the body that the blood 
rises to determines what symptoms are per- 
ceived as well as potential consequences. 

4. High blood pressure arises from a state 
of imbalance, and steps taken to correct this 
imbalance result in improvement of the 
condition and a diminishment or elimination 
of symptoms. 

All but one informant agreed with the true- 
false statement that high blood pressure goes up 
and down. Blood that rises often rises to the 
head, causing the headaches and dizziness 
associated with high blood pressure. Pressure 
that builds up because of so much blood in the 
head may be released by a nosebleed or it may 
cause blurry vision or blindness. It can lead to 
blackouts and strokes as the veins of the neck 
are susceptible to breaking from carrying too 
much blood to the head. The heart must work 
harder so that the blood may rise to the head, and 
the risk was present, in the words of one 
informant, that someday “my heart will burst 
from all the blood.” The following quotes are 
typical of the statements informants made when 
describing the effects of high blood pressure: 


I guess that high blood pressure goes to 
your head, that’s where it always used to 
hurt. When I had a headache, people 
used to say that the blood rises to your 
head, that’s what they told me. 

o © oO 
One of the medicine men told me that 
when my blood rises it rushes to my head 
and that’s why I was blind. 
My sister Mary when she worries too 
much she feels like her blood is rushing 
to her head. I just have a headache back 
here [points to neck and base of skull] 
and at my temples. 
The heart must work really hard when 
the blood pressure is high, because I 
could feel mine, like if I was running. 
Even if I was just sitting down. 

Oo @ Oo 
Yes, sometimes it bothers me. I know 
when it bothers me because I feel the 
pulse of my heart on my chest. 
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It feels like something is pulling at my 
heart. It makes me jump up at night and 
I don’t know what to do. This doesn’t 
happen all the time, only once in awhile, 
but last night this happened to me. It 
usually happens when I’m anxious or 
scared. My arms and legs get numb 
when my blood rises up to my head. I get 
headaches and can feel the blood in my 
nose, but I don’t get a nosebleed. 

e @ o) 
I had headaches and also blackouts 
when it went up too high. I also get dizzy. 
When it goes up like that you can’t see 
right. I bump into everything around 
here when it goes up too high. 

e @ e 
It always seems to be in my head, 
pressure in my head, like headaches. 
That’s how I know. 

e e@ @ 
When I know my blood is rising I feel 
weak and I start to get dizzy too and I 
don’t feel like doing anything. 


Although informants mentioned many 
different causes for high blood pressure, most of 
them are based on the concept of balance. 
Imbalance comes about through too much of one 
thing and rises in blood pressure can result. 
Loss of emotional balance, especially through 
worrying, was mentioned by almost 70% of 
those interviews who either cited a specific 
stressful instance that led to an episode of high 
blood pressure or stated that their blood rose 
when they became worried. In addition, all but 
one agreed with the statement that blood 
pressure goes up when worried. Imbalance can 
also come about through physical overexertion, 
by overtiring and stressing the body. 
Pregnancy can also lead to high blood pressure. 
This was explained either as a change in the 
body through the increase in weight or because 
the cessation of the menstrual flow during 
pregnancy eliminated a natural way the body 
regulates the blood. This latter explanation was 
also used by the three women who gave 
hysterectomies as the cause of their illness. 
There are also a number of food-related 


imbalances. The most often mentioned is that of 
being overweight, but imbalance can come about 
by ingesting too much of a particular substance, 
including salt, alcohol, sugar, and high fat 
foods. These diet-related imbalances are part of 
a larger change in diet, from a traditional diet 
based on wild foods, to one that is almost 
exclusively composed of store-bought foods. 
Chemical substances injected into animals, 
pesticides and chemical fertilizers used in 
agriculture, additives and preservatives used 
in the preparation of foods are all viewed as 
disturbing the body’s balance. The long-term 
use of medications is often not viewed positively 
for this same reason. The lack of alternative 
foods and the ubiquitous presence of these 
substances in the modern diet were the reasons 
given by many for the recent increase in high 
blood pressure cases in the community. 
Informants point out that only in recent years 
have individuals been diagnosed as having 
hypertension. As well, several people related 
stories they had heard about people from “up 
North” who were able to return to a traditional 
diet and no longer suffer from the effects of high 
blood pressure. Below are some quotes 
illustrating how informants discussed the 
causes of high blood pressure: 


The worst thing for high blood pressure 
is worrying too much. I’ve got so many 
things to worry about, like my husband. 
I got real sick after my husband died. 

e Cd oO 
There was something wrong with my 
nerves. I always got up during the night. 
That’s when they told me to go to the 
hospital and they found out I had high 
blood pressure... You see my mother-in- 
law died that time. I guess I looked at her 
lying in the coffin for too long and then 
later, I guess, when I thought of it, it 
made me worry. 

e@ e @ 
That’s what I think because even if I 
worry about a little thing it just starts 
again for me. 

e @ @ 
Here’s another thing that bothers me. I 
had x-rays but they still haven’t told me 
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anything yet. I went last Saturday. My 
blood pressure goes up when I think 
about it. Another thing that worries me 
is this, I usually worry about cancer. My 
dad had it. I worry about it all the time. 
Sometimes I wonder why I’m like this. I 
always used to drink too. I quit once for 
seven months, but then I started 
drinking again. My blood rises a lot 
when I drink. 

oO oO o 
I get it when I worry about something. I 
was visiting my daughter over there. 
The boys left and there was no one left to 
look after the house. I wanted to come 
home and I was worried. I was always 
worried. I don’t like the house left alone. 
So I worried and I started having 
headaches. 

O @ o 
The doctor told me that the high blood 
pressure was caused by worrying too 
much all the time. He told me not to 
worry too much, that’s why your blood 
pressure is high. 

@ @ ®@ 
It goes up when I work hard. I don’t 
bother with anything now and that’s why 
the house is getting dirty. I just don’t 
bother with it now. 

| Oo ® . 

If I start to work my blood pressure goes 
up right away. 

@ ® ®@ 
I started being tired. In the winter, I 
helped my husband clear the snow. I was 
working too hard and that’s when I 
started to be sick and when I went to the 
doctor he said I had high blood pressure. 

e 9° e@ 
I used to get dizzy spells, especially 
when I was doing housework and I was 
doing quite a lot of work. It probably 
came from working hard. I had two of 
my grandchildren to take care of. I 
brought them up. It came from just 


working hard. 


I had to have an operation. They told me 
there was some kind of growth there so 
they wanted me to go and have — what do 
they call that — a hysterectomy. They 
take out all the womb. But after that, 
that’s when it started [the high blood 
pressure]. Yeah, cause like when you 
have your period every month, you’re 
OK but you never have them after that. 
After I had my operation, I often had 
nosebleeds... But one lady told me that 
when you have an operation like that, 
that’s what causes high blood pressure... 
I don’t have my period anymore, so I’ve 
got more blood and my legs swell up. 
< @ 2) @ 

If somebody is too fat, that’s the ones that 
catch it easy, they say. That’s why my 
daughter has it. 
I’m not sure what it comes from but a lot 
of people have it around here. You have 
to watch your weight when you have this. 
Also stresses and tensions because the 
heart works harder. Also I think it 
comes from not enough rest. When these 
people drink, their sugar and blood 
pressure goes up. 

Oo @ Oo 
Nobody had high blood pressure a long 
time ago, it’s just now that it’s started. 
It’s because of all the things that are put 
in foods. If we ate wild food, we never 
would have had all these diseases. 
It’s a white man’s disease. White people 
had it first. My grandmother never 
mentioned that kind of sickness, she 
never talked about it. 

@ ® @ 
There’s so many people that have this 
now. A long time ago, we didn’t have 
this. I think maybe it’s the food. Now we 
eat everything, that’s why we don’t know 
what causes this. A long time ago they 
didn’t eat all kinds of new stuff. 

e@ 2) oO 
The most important thing is what you 
eat. I know an old guy up North and he 
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had had a lot of high blood pressure, and 
he told me it’s the stuff that you people eat 
and that’s why you get high blood 
pressure. Now, Indians like us from up 
North we kill our own stuff, we eat our 
own stuff, and ever since I never had 
high blood pressure. 


The body’s balance can either be restored by 
avoiding or eliminating the source of 
imbalance or through treatment of some kind. 
Most informants reported trying not to worry 
and doing fewer strenuous chores. Abstinence 
from alcohol and changes in diet were 
mentioned, with people reporting improvements 
in health as a result of these actions. One 60 
year-old woman reports a dramatic improve- 
ment in her condition after switching to the 
foods of her childhood. But, for the most part, 
changes should be moderate. For example, 
while losing weight may be desirable, 
individuals pointed out that losing too much was 
undesirable, as pointed out in the following 
statement: 


I lost weight. I used to be over 200 but then 
I lost some weight. I weighed 180. I can’t 
lose more, that’s enough. If you lose too 
much you'll get sick. 


Informants also attempted to regulate 
symptoms through the use of medication. The 
majority of individuals currently taking 
physician-prescribed medications adopted one 
of two self-regulation strategies. As informants 
claim the ability to tell when their blood is 
rising, the first of these strategies was to take 
medication only when symptoms associated 
with high blood pressure were present. Five 
informants went as far as to state that they no 
longer had high blood pressure. Because they 
had been asymptomatic for varying periods of 
time, they considered themselves to be no longer 
in need of medical supervision or treatment. 
When they either ran out of pills or 
discontinued their use, they did not seek further 
medical advice. Another strategy was to take 
pills on a more or less regular basis, but to take 
additional medication when symptoms are 
perceived. Most informants also reported the 
use of Indian medicine at some point during 


their illness, although few reported that they 
were more effective than a physician’s remedy 
or could result in a complete cure. Knowledge of 
how to make their remedies was claimed by a 
few individuals, although they would only 
prepare them for themselves or their immediate 
family. Herbal remedies to keep the blood 
circulating correctly were taken on a fairly 
regular basis as sort of tonic by a number of the 
informants, especially those adopting the first 
strategy and those who considered themselves 
no longer to have hypertension. The herbal 
remedies and hypertensive pills were rarely 
taken in conjunction by this group, and it was 
often stated that physician and folk remedies 
could not be mixed. Yet, others would use herbal 
treatments as a supplement, to be used when 
symptoms were present, much the same as the 
additional pills in the second strategy. Overall, 
although some individuals claimed to have 
been cured of high blood pressure through the use 
of herbal remedies, a general perception is that 
they are not essentially different from being on 
prescription medicine, namely that they only 
control and do not cure. 

Although the cultural model for diabetes 
will not be discussed in much detail, it does 
share the following three key features with the 
model for high blood pressure. First, diabetes is 
a state where there is too much sugar in the body, 
but when someone has diabetes, the sugar is not 
always high; it goes up and down. Increases in 
the sugar level are associated with particular 
symptoms. Second, diabetes arises from a state 
of imbalance, almost always diet-related 
imbalances (see also Hagey 1984). Finally, 
diabetes is a reflection of the drastic change 
from a traditional diet to a modern one. As well, 
the cultural model for diabetes has similar 
implications for how individuals view their 
state of health and respond to treatment 
recommendations. Self-regulation of medica- 
tion and the avoidance of sources of imbalance 
are common. The correspondence between these 
two cultural models should be kept in mind 
while reading the section contrasting the health 
practitioner and cultural models of high blood 
pressure, as the parallel comments apply to 
diabetes. 
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The Folk Curer Model 


This model is essentially the same as the 
cultural model and operates under the same key 
concepts. As a group, the healers do not claim 
any special expertise in treating high blood 
pressure. In fact, the three medicine men 
interviewed all had seen a physician to check 
whether their blood pressures were elevated. 
One was following a prescribed treatment 
regimen at the time of the interview. Another 
had been told by a nurse during a home visit that 
he had high blood pressure but when he visited 
the physician the elevated reading was not 
repeated. The third consulted a physician 
because of severe headaches and a temperature. 
He was told that his blood pressure was quite 
high. He was given a prescription which he 
filled a couple of times before he considered 
himself well enough to discontinue treatment. 
He did not revisit a physician after the initial 
consultation. He also prepared a herbal remedy 
that he has made for others, but stated it did not 
help him. The herbalist has no personal 
experience with high blood pressure. 

All of the folk curers stressed that high blood 
pressure was a new disease, a “white man’s 
disease,” and thus generally recommended that 
people seek treatment from a physician. In the 
words of one healer: 


That’s what I usually tell them to do, to 
‘go see a doctor. I am not able to do 
anything about it. Sometimes I treat 
people and they respond to the cure, but it 
doesn’t work for others. 


Curers state that often people consult with 
them in order to rule out other possible 
explanations for the way they are feeling, to 
provide assurance that it is indeed high blood 
pressure that they are suffering from, and not 
an illness that only folk healers can cure. 
These individuals are after a firm diagnosis, 
and are not primarily, or even necessarily, 
seeking treatment. At other times, individuals 
come because the physician’s treatments have 
not been successful in alleviating their 
symptoms. The medicine men claim to be able 
to “see that there’s something wrong with the 
blood.” As one of them explained: 


It’s like when someone ... it’s really 
hard to put it into words that can be 
understood. It’s like a pulsing in the 
veins. You know, like when you blow 
into a tube that holds water, the pressure 
causes the thing to bulge and pulse. The 
blood flows constantly and the high 
pressure only occurs at intervals in the 
veins. 


The folk healers provide several alternative 
forms of treatment for high blood pressure. All 
reported that they knew how to prepare herbal 
remedies, although the composition of these 
remedies was not a topic of discussion. One 
medicine man informed me, however, that he 
had been taught this remedy by his mother and 
that it was the same medicine he gave to women 
who were having difficulties with their 
menstrual cycle, especially after pregnancy. 
The remedy is given to help the blood flow 
correctly in the body. One of the medicine men 
recommends the use of a sweat lodge to purify 
the body and remove substances that affect the 
body’s balance. The treatment for one woman 
who was having difficulty seeing included 
small incisions on her temples to relieve the 
pressure in her head. Severe headaches may 
also be treated in this way, whether or not they 
are attributed to high blood pressure. 


The Health Practitioner Model 


The health practitioner model differs from 
the cultural model in many respects. Yet at the 
same time it reinforces and thereby helps 
maintain elements of the cultural model. In 
this section, the emphasis is on examining how 
the health practitioner model relates to the key 
concepts of the cultural model and what 
information is conveyed by practitioners to the 
patients. 

Although the focus is on those health care 
practitioners who serve the community, a brief 
summary of a couple of issues as generally 
portrayed in the biomedical literature is 
provided here for comparison. In this literature, 
high blood pressure is a disease without 
symptoms. For individuals with moderate 
levels of hypertension, such as those in this 


sample, no consistent correlation can be 
established between blood pressure readings 
and any symptom (Fishman, Hoffman, 
Klausner and Thaler 1985). What causes a 
person to develop high blood pressure does not 
have a simple answer: 


The vast majority of patients with 
hypertension (90 to 95 per cent) will not 
have a definable cause for their disease 
and are given the diagnosis of primary 
or essential hypertension. Instead of 
being a discrete entity, essential hyper- 
tension appears to be a heterogeneous 
syndrome in which multiple factors 
contribute to the elevated blood pressure 
through an effect on cardiac output, 
system vascular resistance, and/or salt 
balance [Andreoli, Carpenter, Plum and 
Smith 1986:202-03]. 


The contributing factors for which there is 
more or less general agreement are heredity, 
obesity, and high sodium intake. The role of 
stress in the development of hypertension is 
more controversial. Medical textbooks do not 
even mention stress as a possible factor 
(Andreoli, Carpenter, Plum and Smith 1986; 
Fishman, Hoffman, Klausner and Thaler 
1985). Specialized monographs on hypertension 
differ on this issue as well. One of the books 
reviewed made no reference to stress (Caris 
1985); another took the position that it remains 
an unresolved and problematic issue (Epstein 
1983); and a third cited a number of studies and 
concluded that there is strong support for stress 
as a contributing factor in the development of 
hypertension (Kaplan 1986). One source 
supportive of the stress hypothesis found little 
support for the possibility of reducing blood 
pressure through reducing stress (Simpson 
1983). Treatment issues are complex and 
cannot be summarized succinctly. 

When explaining hypertension to patients, 
the health care personnel do not attempt to 
communicate much information about what 
high blood pressure is and how it operates. 
Rather, they stress the possibility of long term 
complications and the importance of treatment. 
The physicians made the strongest statements 
in this regard: 


I wouldn’t try and explain what high 
blood pressure is because I don’t think 
anybody can really understand any- 
way. It’s a combination of cardiac output 
and blood vessel tone and intravascular 
volume, I’m not going to explain that. 
But I’d tell them they had high blood 
pressure. I’d explain that if it’s 
untreated then their risks of strokes, 
kidney disease, and heart disease are 
increased and that by treating with 
certain medications, by bringing down 
the blood pressure, you can decrease the 
risk of those events. But the treatment is 
likely to be lifelong and it is likely to 
take some time to stabilize their blood 
pressure down by giving them 
medicine. 
e @ @ 

If someone came in and was diagnosed, 
basically I would tell them it’s a 
condition where the pressure in the blood 
vessels is higher than normal, but 
mainly I think I relate it more to 
implications. So what I relate to is more 
or less the fact that it’s a lifelong illness, 
that most of the time we never find out 
the reason why people have it, but that in 
terms of its implications we treat it 
because it has a direct relationship with 
heart disease and strokes and that if it’s 
not controlled that in 10, 15 years they 
will be at extremely high risk for 
developing a condition like that. So it’s 
more in terms of relating it to the end 
stage, the prevention rather than telling 
them why the disease is there. 


What is told to patients about the disease 
usually centers on the demands the higher 
pressure places on the body, and in particular on 
the heart. Part of the explanations given by four 
different practitioners are given below: 


The heart is working harder to pump 
blood through the heart system. 
It [the blood] is going too fast and your 


heart as a result has to work harder. 
® @ @ 
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I usually relate it to the fact that it’s like 
a water system, kind of, with the pump 
and pipes and try to relate it to that. If the 
pressure is higher, the pump has to work 
harder. Because of that you eventually 
run into problems with either the pump 
failing or the pipe bursting. But in 
actual disease process, I really don’t get 
into that at all. 
@ @ @ 

The heart is like a pump and if you run 
the pump at higher pressures than it was 
built for, the pump goes out sooner and 
also the pipes run out sooner. 


By itself, this information about disease 
process is not inconsistent with the cultural 
model. In addition, the cultural model provides 
an explanation of why the heart must work 
harder. Several of the practitioners reported 
providing additional information, such as salt 
leading to more fluid in the body, which also 
makes the heart work harder, and the 
constriction of arteries through either 
atherosclerosis or as a function of sustained 
stress. This information was not incorporated 
into the cultural model. 

Although all of the practitioners were in 
agreement with the concept that blood pressure 
goes up and down, there is less consensus on 
whether individuals have symptoms caused by 
high blood pressure. The community health 
representatives (CHRs) and two of the three 
nurses stated that individuals “definitely don’t 
feel right” and could feel such things as 
headaches, weakness, and dizziness with 
elevated blood pressures. And after the 
interview, in an informal conversation with the 
third nurse, she described how her father felt 
when his blood pressure was elevated. When the 
CHRs and nurses were asked how they 
normally deal with someone found to have an 
elevated blood pressure reading, this led to a 
discussion of symptoms as shown in the 
following two quotes: 


I'd ask him or her how does he feel, and 
sort of ask about some of the symptoms. 
Does he or she have dizziness, head- 
aches, things like that? 


I think a lot of times physicians just say, 
you know, you've got high blood pressure 
and they give them pills and off you go 
and actually it’s the nurse’s job to know 
who got these medications, and who got 
high blood pressure and to sit down and 
talk to them about it, first of all what it 
means to have high blood pressure and 
what can be the problems encountered 
and usually I think what I have done is 
gone into some sign and symptoms, like 
if you feel real headachy, or weak and 
tired, blurred vision or dizzy, things 
like that. 


At a recent community health fair, nurses 
and CHRs set up a booth and took blood pressure 
readings. Written in large letters, the sign for 
the stand read “Check your blood pressure.” 
Surrounding this, in smaller print, were the 
words “headaches,” “dizziness,” “stress,” and 
“weakness.” 

When asked about the stance taken in 
medical texts that hypertension is a 
symptomless disease, the common response was 
to defend the patient’s perspective: 


I wonder how many of them have high 
blood pressure. Who are they to say at 
that stage in time what another person is 
feeling. And this is what we are dealing 
with in the health profession. We have to 
listen to those complaints and it’s not up 
to us to make those value judgements, 
it’s up to us to help alleviate their 
problems. That’s a really hard thing 
because you are dealing with something 
that’s really intangible. You’re dealing 
with another person’s feelings. 


Even though all but one of the four 
physicians stated that headaches could be 
caused by hypertension, this was for the most 
part limited to cases of severe hypertension. Yet, 
the physicians noted that: 


-.. patients will often tell you that they 
feel their blood pressure is up today and 
that’s why they want to come and get it 
checked. It happens all the time. 


... Classically it’s a feeling of just being 
unwell and headaches and that’s what 
they often present to the doctor’s office. 
Certainly everyone who comes into the 
office with a headache has their blood 
pressure checked. That’s a routine. 


This routine checking of blood pressures 
leads to a situation where many elevated blood 
pressures are discovered in association with 
symptoms: 


I would say that most of the blood 
pressures that we diagnose are on a 
serendipitous blood pressure taking, you 
know. I would say that the vast majority 
of people get their blood pressure picked 
up on a routine reason. You know, they 
come to the office for another reason and 
we try to take as many blood pressures 
as possible. 


Overall, 8 of the 9 practitioners agreed with 
a statement that headaches could sometimes be 
caused by elevated blood pressures, and 7 that it 
could also lead to chest pains and blurred 
vision. Although other symptoms that had high 
informant consensus in the cultural model, 
such as dizziness, weakness and fatigue, and 
the heart beating faster, were not marked by 
high levels of agreement, the actions and 
statements made by the practitioners when 
dealing with patients reinforce the acute, 
episodic model of hypertension associated with 
symptoms. 

There is no direct link between cause and 
effect in the practitioner model as there is in the 
cultural model. Nor is it possible to identify the 
reason for a particular individual developing 
high blood pressure. As one physician stated: 
“Nine times out of ten you don’t find a cause.” 
The discussion was often framed more in terms 
of contributing or correlated risk factors, rather 
than a direct cause. Frequently mentioned in 
the interviews was the role of hereditary or 
genetic factors and all agreed with the true- 
false statement that high blood pressure ran in 
families. Other factors mentioned in the 
interviews and having high consensus in the 
true-false statements, are stress, being 


a 


overweight, high salt intake, and an 
association with pregnancy. 

Although all agreed with the statements that 
blood pressure goes up when angry or worried, 
the discussion of stress as a causal factor was of 
primary significance in discussions with 
CHRs and nurses but was not central in the 
talks held with physicians. Two of the 
physicians stated that there was no direct link 
between high blood pressure and stress, but that 
after an individual developed high blood 
pressure stress could aggravate one’s condition. 
The view of the other two physicians was that it 
wasn’t “one of the main causes, but it certainly 
has a correlation.” The CHRs and nurses all 
emphasized the role of stress. Below is an 
excerpt from an interview with a nurse which is 
highly similar to comments made by patients. 


Nurse: If you're under severe stress, 
let’s say you have a tendency for high 
blood pressure and it’s variously main- 
tained so. And then all of a sudden there 
was, you know, a death in the family, 
and the anxiety produced by that can 
increase your blood pressure. There’s 
that saying too, you know, when people 
get really mad their face turns red and 
they say your pressure must be high. 


Interviewer: You’ve heard people say 
that? 


Nurse: No, I’ve said that. (laughing) 

You must be ... Your blood pressure must 

be going up. 

One of the nurses stated that the prescribed 
medications were treating the outcome and not 
the root cause, and that the best treatment was 
“altering lifestyle as far as reducing stress.” 
The CHRs and nurses concurred that reducing 
stress would lead to a lowering of blood pressure 
and would often work to alleviate what they 
considered to be stressful situations. 

Many of the causes mentioned by the 
practitioners also form part of the patient model. 
There are three important differences, however. 
First, the practitioners did not agree with the 
statement that overwork could cause high blood 
pressure. Practitioners also do not agree with 
the view that food additives and chemical 
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substances used in agriculture contribute to 
high blood pressure. The causal explanation 
most favored by practitioners was the role of 
genetic factors in the development of high blood 
pressure. For the patients, although the heredity 
model is held by some, it is not a popular 
explanation for high blood pressure nor is there 
any consensus on this issue. The heredity 
model doesn’t make sense to many individuals, 
because they state that their grandparents didn’t 
have high blood pressure and neither did 
anyone else’s, whereas the change away from a 
traditional diet has occurred within the same 
time frame as individuals in the community 
have been diagnosed as having hypertension. 
Although all practitioners made the com- 
ment that high blood pressure could not be cured 
and stressed the need for compliance in taking 
prescribed medication, to some extent treatment 
strategies reinforce the view that correcting 
imbalances can lead to improvement in one’s 
condition. At the time of an initial blood pres- 
sure reading, unless quite elevated, people are 
told to reduce salt and/or lose weight in order to 
lower blood pressure. Other recommended life 
style changes such as taking it easy, giving up 
smoking, lessening alcohol consumption, also 
support the imbalance model. Even when on 
treatment, the episodic model may be 
reinforced. Practitioners who acknowledge the 
symptoms that patients perceive, do not accord 
the regulation of these symptoms an important 
role in their model. One nurse uses the threat of 
symptom occurrence to convince patients that 
they should take medication on a regular basis: 


When I discuss medication with them, I 
tell them you have to take the medication 
the doctor gives you, not just when you 
feel those feelings but you take it on a 
regular basis because what it does is 
keep it down and if you didn’t take it 
then you would be in trouble. 


A similar scare tactic is described by one of 
the CHRs: 


Then I would try and scare them. I tell 
them what if some day you run out of 
pills and you don’t have time to do that 


[get and take medication], you’d have a 
stroke or something like that. 


Discussion 


The cultural model is based on a hydraulic 
metaphor in which something upsets the body’s 
balance which causes the blood to rise and which 
in turn is felt through symptom indicators. This 
model provides an explanation for the 
occurrence of symptoms and a rationale for 
actions taken in response to them. The health 
practitioner model is grounded in an entirely 
different explanatory basis. Although practi- 
tioners may recognize symptoms or even ask 
about their presence, symptoms and the 
regulation of symptoms do not form a central 
part of the practitioner model. Rather, the risk of 
long-term effects of untreated high blood 
pressure and therefore the need for compliance 
with the physician’s recommendations to 
minimize this risk are integral components of 
the health practitioner model. 

One deficiency of the practitioner model is 
that it does not provide an explanation for why 
particular individuals develop high blood pres- 
sure, nor why the number of cases in the com- 
munity has dramatically increased in recent 
years. The cultural model provides an answer 
for both. By avoiding a discussion of cause and 
disease process, very little of the explanatory 
basis for the practitioner model is communi- 
cated to the patient. At an operational level, 
when discussing the illness or treatment, most 
of the information conveyed to patients by prac- 
titioners is consistent with the cultural model. 
This is especially true as those practitioners 
most likely to accept entailments of the cultural 
model, the CHRs and nurses, have the primary 
responsibility for providing health education 
and day-to-day management of treatment. 

Individuals diagnosed as hypertensive are 
less concerned about potential long-term effects 
and more concerned with how it affects their 
everyday lives. Hypertension is viewed as 
something that has the potential to affect them; 
they are somehow more susceptible to imba- 
lances. From their perspective, the central issue 
in treatment is the regulation of symptoms, to 
bring the blood pressure down when elevated, or 


else to keep symptoms from occurring through 
adherence to treatment recommendations or 
avoidance of possible sources of imbalance. 
Controlling the effects of high blood pressure 


may or may not include taking medication on a — 


prescribed basis. Although practitioners 
commonly denigrated the self-medication and 
self-diagnosis strategies employed by their 
patients, much of what is done in clinical 
settings provides support for such models and 
ensures their continuance. 
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PART III: 
THE PSORIASIS RESEARCH PROJECT: 
EXPLORING THE EFFICACY OF NATIVE 
HEALING PRACTICES 


The Psoriasis Research Project was an 
attempt to employ both emic and etic methods 
(see introduction to Part II) in the study of a 
Woods Cree healer and the efficacy of his 
healing procedures for non-Native patients with 
psoriasis. We were interested in seeing if 
Native medicine “really works,” particularly 
with patients who do not share the healer’s belief 
system. We were also interested, however, in 
documenting the healer’s normal methods, with 
a minimum of distortion due to artificial 
constraints imposed by a scientific research 
design. The documentary aspect was important 
because it is rare for a Native healer to allow his 
healing procedures to be videotaped and 
photographed. 

A study of this kind required the cooperative 
efforts of a variety of individuals from different 
fields: anthropologists, doctors, nurses, chem- 
ists, and a video crew. This is true of many 
medical anthropology research projects. They 
tend to be interdisciplinary because of the many 
factors which must be taken into account. 

A major problem is that an emphasis upon 
holism tends to work against an emphasis upon 
scientific controls. The former emphasis 
stresses the interaction of variables such as 
beliefs, rituals, and medicines; whereas the 
latter emphasis stresses the necessity of 
isolating the influence of individual factors by 
using control groups and rigorous experimental 
procedures. This dilemma is compounded by 
the fact that it may be difficult to find healers 
and patients who are willing to participate in a 
highly controlled laboratory setting. Such was 
the case with the psoriasis research project. We 
could find only a few patients who agreed to 
participate in the project. Moreover, as 
scientists, we had constraints we wished to 
apply, but the healer and the patients had their 


own constraints in mind! For example, we 
wanted a systematic series of photographs of 
each patient, taken over time, at given 
intervals, of specific areas of the body (for 
comparative purposes). The healer denied 
treatment to females on days they were 
experiencing menstrual flow, so female 
patients stayed home on those days. Some 
patients had natural concerns about allowing 
some areas of their bodies to be photographed 
and refused to apply the “smelly” herbal 
solution to their skin before going to work in the 
morning. So much for scientific controls! 

The following articles describe the psoriasis 
research project and some of the problems we 
encountered. By the end of the project, it was 
clear to us that we could not arrive at firm 
conclusions about the efficacy of the healer’s 
procedures; nor could we generalize even 
tentative findings beyond the situation studied. 
Nevertheless, the majority of the patients felt 
they were helped and all of the patients found the 
experience to be very meaningful. As scientists, 
we learned a great deal about Native healing 
techniques and the dynamics involved when a 
treatment model from one culture is applied to 
patients from another. Firm conclusions about 
the efficacy of Native healing will simply have 
to wait for bigger budgets, better research 
designs, a greater number of “tolerant” 
patients, and healers willing to put up with a 
great deal of nonsense for the cause of science! 
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The Psoriasis Research Project: 


An Overview 


David E. Young, Janice M. Morse, Ruth McConnell, 
Lise Swartz, and Grant Ingram 


Introduction 


Psoriasis is a chronic skin disease char- 
acterized by circumscribed, scaly patches of 
varying size and thickness. Although psoriasis 
is not life-threatening, it can be very unsightly 
and extremely itchy. Worst of all, it is gen- 
erally perceived to be incurable. A Cree healer 
from Northern Alberta, however, believes that 
this prognosis is in error. On the basis of his 
experience with Native psoriatic patients, he 
claims to have a cure for psoriasis. This claim 
is of potential interest to a wide spectrum of 
people because psoriasis affects approximately 
three to four percent of the United States 
population with a prevalence in other popu- 
lations ranging from two to four percent (Farber 
et al. 1977). 

Intrigued by this claim, an_ inter- 
disciplinary team composed of anthropologists, 
nurses, physicians, chemists, and a video crew 
was set up to document the healer’s medicines, 
procedures, and results as systematically as 
possible, using an interdisciplinary approach 
and a variety of recording techniques. 

At the risk of generating considerable 
controversy within the Native community, the 
healer agreed to a scientific inquiry on the 
grounds that it would be useful to prove to the 
Western medical establishment that Indian 
medicine has value.! Because of the difficulty of 


1There are several reasons why the healer wished to 
demonstrate the therapeutic effectiveness of Native 
medicine. First, he is concerned about contemporary 
social problems which result in high rates of alcoholism 
and suicide among Native youth. He hopes that his 
demonstration will rekindle an interest in Native 
medicine and create pride among young Natives in 
their heritage. Secondly, if there is public awareness of 
the strong medicinal properties of plants and animals, 


finding psoriatic patients willing to participate 
in the study, as well as restrictions imposed by 
the healer himself, it proved to be impossible to 
set up control groups. Consequently, we were not 
able to demonstrate the efficacy of the healer’s 
methods to the satisfaction of the medical pro- 
fession. Nevertheless, a majority of the patients 
benefitted from treatment and the efficacy of the 
healer’s methods is worthy of further study, 
provided an appropriate methodology can be 
found. Even if the results cannot be 
generalized, the study provided a unique 
opportunity to document aspects of Indian 
medicine rarely witnessed by non-Natives. 


The Research Project 


Between November, 1984 and August, 1985, 
the Cree healer treated thirteen non-Native 
psoriatic patients in the context of a health clinic 
in Edmonton, Alberta. The study was divided 
into two parts: a six-week pilot project involving 
two patients, conducted in the latter half of 1984, 
and research proper involving 11 patients (one 
of whom dropped out early in the research), 
conducted over a five-month period in 1985.2 


he hopes this will prevent further destruction of nature, 


and thereby elimination of essential herbs required in 
Native therapy. Thirdly, if Native medicine is 
efficacious, it should be made available so that non- 
Native patients may benefit from it. In his own words, 
with reference to psoriasis sufferers, “there’s a lot of 
people that are suffering that should be cured ... it 
should be brought out in the open since the Crees have 
this medication.” 

2Patients for the research proper were a self-selected 
group which responded to advertisements in local 
papers. Approximately 15 individuals attended an 
orientation session at which the healer explained the 
techniques he would be using and emphasized the 
importance of faith. From that group, eleven 


This paper will exclude the results of the pilot 
project. Treatment consisted of two phases. 
During Phase I, the healer visited Edmonton on 
several occasions to treat patients in a health 
clinic in downtown Edmonton. Treatment 
consisted of religious rituals and the 
administration of herbal medicines. Research 
was conducted with the help of two physicians at 
the clinic. The physicians documented the 
original condition of the patients, provided 
medical back-up in case of emergencies (of 
which there were none), and evaluated the 
outcome at the end of the treatment series (Morse 
et al. n.d.). Phase II consisted of three sweat- 
lodge ceremonies, at the acreage home of one of 
the authors, in which patients sat inside a small 
tarp-covered structure, at the center of which 
was a pit filled with red hot rocks, upon which 
medicated water was periodically sprinkled. In 
addition to herbal treatment included in the 
clinic and sweatlodge sessions, patients 
administered herbal medicines to themselves at 
home. Phase I covered a period of approximately 
two months and Phase II lasted approximately 
three months. 

Documentation consisted of clinical 
observation, assessment and outline tracings of 
the lesions; black-and-white and color still 
photographs; color slides; and videotapes. 
Videotape material was eventually edited by 
Lise Swartz and the Department of Radio and 
Television, University of Alberta, into two 
documentaries for public distribution.! At the 
conclusion of treatment, a physician at the 
clinic evaluated the progress of each patient. 
Initial severity of psoriasis on the part of the 
patients ranged from mild to very severe. 


individuals returned for the first healing session at the 
clinic. 

l«The Psoriasis Research Project” documents the 
healer’s treatment procedures, both medicinal and 
ceremonial. In “A Cree Healer,” the healer talks about 
traditional Native medicine and the controversies he 
has encountered in permitting scientific documentation 
of his methods. Both video documentaries (in color) 
can be obtained from the Project for the Study of 
Traditional Healing Practices, c/o Department of 
Anthropology, University of Alberta, Edmonton, 
Canada , T6G 2H4. 


(ii 


Before considering the results of the treatment, 
we will describe the approach of the healer. 


The Healer’s Belief System 


According to the healer, psoriasis (yo me ne 
mit) is mildly contagious but usually requires 
sustained contact to be transmitted. The healer 
protects himself by smoking his hands and 
arms with herbal and fungus incense prior to 
treating patients (Figure 1). Helpers can wear 
surgical gloves or purify themselves as does the 
healer. According to the healer, psoriasis is a 
general condition in that the blood is occupied by 
an infectious agent such as germs or a virus. 
This general condition “knocks out” the body’s 
natural ability to heal skin lesions which can be 
manifested anywhere as the infectious agent 
moves from the blood to the surface of the skin. 
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Photo by Christine Quan 


Figure 1. The healer smoking his hands and 
arms prior to treating patients. 
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The treatment of psoriasis, which is a 
generic treatment for several skin diseases 
including psoriasis, eczema, diabetic skin 
ulcers, and acne, involves administration of an 
herbal tea which, the healer believes, has the 
following action: it purifies the blood by forcing 
the infectious agent out of the blood to the skin 
surface where it is killed by an externally 
applied solution composed of several herbs and 
an animal part. The healer received these 
medicines in a bundle handed down from his 
great grandfather, Moostoos, an influential 
elder who was one of the principal signatories of 
Treaty 8. 

In addition to forcing the infectious agent 
out of the blood, the herbal tea, according to the 
healer, also reactivates the body’s natural 
ability to heal. Because the healing action 
works from the inside of the body to the outside, 
results may not be immediately evident. The 
diseased skin gets thinner, however, until new 
skin appears around the edges of the affected 
area or breaks large areas into smaller lesions. 


As the lesions are healing, they tend to dry, 
crack, and change color from red to pale pink. 
The healing process also results in reduced 
scaling and itchiness. At this point, the skin 
may be treated with wild goose grease to help 
restore the suppleness of the skin. 

Our informant’s understanding of 
psoriasis can now be set in the context of his 
understanding of disease in general. His 
model of the etiology and treatment of disease 
involves physiological, psychological, and 
spiritual components, as diagrammed in 
Figure 2. 


Physiological Component 


Disease is caused by some kind of 
imbalance (whether due to an active pathogen, 
an internal deficiency, a curse, or a 
combination of factors). To correct this 
imbalance, the healer administers specific 
herbs or herbal combinations. 


PROGRESS ON PART 
POWER OF 
OF OTHER PATIENTS is 
g 
IMBALANCE IN BODY C 
BELIEF OF] h «| CAUSED BY DEFICIENCY|, e 
PATIENT ACTIVE PATHOGEN, HERBS| 4 b 
OR CURSE 
a 
f HEALER 


Code: 


(a) Healer collects, prepares, and administers herbs. 

(b) At various points in the process, healer prays that the Great Spirit will work through the herbs. 
Ritual involving aids such as tobacco, incense, and pipe open the door to the spirit world. 

(c) The Great Spirit works through the herbs to amplify their power. 

(d) The Great Spirit also sends spirit helpers to assist the healer. 

(e) Herbs, infused with power, act to restore the natural balance of the body by correcting 
deficiencies, killing active pathogens, or removing curses. 


(f) Healer instills hopeful expectation in patient. 


(g) Patient is encouraged by progress of other patients. 
(h) Faith of patient affects the speed of the healing process. 


Figure 2. The healer’s model of the relationship between physiological, psychological, and spiritual 
components in the etiology and treatment of disease. 
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Psychological Component 


Healing is affected by personal qualities of 
the healer such as sincerity, self-confidence, 
charisma, and the ability to “get on the patient’s 
level.” These qualities, plus constant 
assurances by the healer that the patient will get 
better, affect the belief of the patient in the 
efficacy of the treatment. The healer likes to 
treat several patients at once because seeing the 
progress of other patients speeds up the healing 
process. If the patient does not have sufficient 
faith or is skeptical of treatment procedures, the 
healer has to work harder to effect a cure. 


Spiritual Component (significant cultural, 
symbolic content) 


The healer utilizes prayer, singing, 
chanting, offerings of tobacco, and purification 
rituals to open the door between the spiritual and 
human spheres. The Great Spirit is supplicated 
to work through and amplify the power of the 
herbs and to send spirit helpers to assist the 
healer. Important spirit helpers are the buffalo 
and the bear. The healer also calls upon the 
eagle to help in difficult cases. 

Regardless of the etiology of a specific 
illness, treatment must address itself to all 
three of these dimensions. Treatment, 
according to the healer, must be holistic and 
must be administered, not by a specialist in one 
of these three dimensions, but by a practitioner 
who understands the relations among spiritual, 
psychological, and physiological forces. The 
healer must know his plants and animals, he 
must know the rituals which open channels 
between the human and spiritual worlds, he 
must know his diseases and whether or not he 
can handle them, and he must know how to put 
both himself and his patient in the right frame 
of mind so spiritual power can flow in and 
assist the medicine to restore a proper balance 
and effect a cure. 


The Ceremonies Used by the Healer 
Purification Ritual 


In preparation for the healing ceremony 
performed at the clinic, the room was purified by 
burning fungus, sage or sweetgrass and 


walking this incense around the room three 
times. This action opens the door to the spiritual 
world and invites the spirits to participate. 
Walking the incense around the room is done 
in a clockwise direction in accordance with the 
direction the sun travels around the earth. The 
incense is also used to purify the participants, 
the cloth and tobacco offerings brought by the 
patients, and the herbal medicines. The healer 
purifies himself for healing by chewing a bitter 
herb which he then rubs onto his hands and face. 
This forms invisible gloves that protect him 
from the disease and transforms his hands so 
that the Great Spirit can work through him to 
effect a cure. 


Smoking the Pipe 


The most sacred Native symbol and 
ceremonial instrument of worship is the pipe. 
Preparation and smoking of the sacred pipe 
inaugurate all important religious ceremonies. 
The filled pipe must first be purified by passing 
the stem and bow] over the incense while prayer 
is offered to the spirit world. The pipestem is 
then pointed in one of the cardinal directions 
and prayer is directed to the spirits, asking their 
assistance. The pipestem is swung around 
clockwise and pointed toward another of the 
cardinal directions, etc. until the cycle has been 
completed. The pipe is then passed around to the 
participants three times in a clockwise 
direction. 


Offerings of Tobacco and Cloth 


After the initial purification and pipe 
ceremonies, each patient presents tobacco 
(preferably a can or pouch) and a square meter 
of plain colored cloth (white, red, yellow, blue, or 
green), referred to as a “print,” to the healer. 
The cloth is spread out on the floor and the 
patient stands in the middle. Up to four patients 
can be treated simultaneously. The patients are 
arranged so each faces one of the cardinal 
directions. The tobacco is purified and then 
sprinkled around each patient. The patient is 
given an herbal tea to drink and the healer 
applies herbal solution to the infected areas with 
cloth or cotton daubs, talking all the time to the 
patient to provide reassurance that he/she will 
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see immediate improvement and that the 
important thing is to have faith in the power of 
the Great Spirit. After the patient has been 
treated, the tobacco is tied into a knot in the cloth 
and the healer takes the cloths home to be tied in 
the vicinity of the sweatlodge where they will 
gradually decay. 


The Eagle Ceremony 


One of the healer’s most powerful spirit 
helpers is the eagle. For patients severely 
afflicted with a disease, the healer may call 
upon the eagle spirit for assistance. With an 
eagle wing in each hand, the healer fans the 
body of the patient, briefly touching the body with 
the tips of the wings. 


The Sweatlodge Ceremony 


A sweatlodge ceremony can be used for 
purification before a larger ritual ceremony or 
it can stand as a sacred rite by itself. Sweatbaths 
are often used for teaching and counselling 
young people, for treating those troubled in 
spirit, for healing diseases, and for thanking 
the Great Spirit for effecting a cure. 

The entrance of the sweatlodge faces east to- 
ward the rising sun. Colored cloths are purified 
and hung inside the lodge, in the four cardinal 
directions, as offerings to the spirits who are 
supplicated through prayer and song to enter. 
According to the healer, white stands for the 
buffalo spirit and is tied in the north corner of 
the lodge. The red cloth, for the thunder spirit, 
hangs in the south corner; yellow, for the eagle 
spirit, is hung in the east; blue, for the bear spi- 
rit, hangs in the west corner; and green, repre- 
senting mother earth, is hung in the center. 

A sacred path, running in a straight line 
from West to East, is created by the sweatlodge 
itself; an altar in front of the lodge, consisting 
of a mound of dirt (created by the soil taken 
from the pit in the center of the lodge) upon 
which are placed a buffalo skull, eagle wings, 
and tobacco offerings; and finally, the sacred 
fire in which rocks are heated for the ceremony. 

The healer uses only granite rocks as these 
will not explode when placed in the intense heat 
of the fire or when water is poured over them 
during the ceremony. Before being heated, the 


rocks are dedicated to the spirits by raising 
them toward each of the four cardinal directions 
and saying a prayer. The number of rocks 
needed varies. Usually, the healer uses six 
rocks to represent the major grandfather spirits 
(natural forces present from the beginning of 
the world), four rocks for the four winds, two 
rocks for each willow bough used in the lodge, 
and one rock for each person participating in 
the ceremony. 

After the rocks have been heated, they are 
placed in the pit in the center of the lodge. 
Sweetgrass, sage or fungus is used to purify the 
interior and a pipe is offered. When everyone is 
seated in a circle around the pit, the lodge is 
closed with heavy tarps and the ceremony 
begins. Sacred songs are sung, prayers are 
offered to the Great Spirit and rattles are shaken 
with a steady rhythm. Between the songs and 
prayers, the healer offers encouragement to the 
participants, reassuring them that the spirits 
are there to help with the healing. Water in 
which herbs have been simmered is 
periodically sprinkled on the hot stones to create 
a blast of hot, medicated steam. Following 
several songs and prayers, the entrance is 
opened to let the cool air and light enter. This is 
considered the first round. The ceremony 
generally lasts for four to six rounds. After the 
ceremony, participants relax and enjoy a feast 
of fresh berries and other natural foods. 


The Results 


At the conclusion of the five-month 
treatment period each patient’s progress was 
evaluated by the physician. Of the eleven 
patients who participated, one had withdrawn, 
four showed no change and six had benefitted 
from treatment, improvement ranging from 
moderate to significant. 

In the first treatment session the healer 
informed the patients that initial treatment 
might temporarily worsen their condition, 
causing it to flare up. Patients were also told 
that new lesions might appear and, if this 
happened, these would then be effectively treated 
by applying the herbal lotion. The reddening 
and spreading of lesions was explained as the 
result of drinking the herbal tea which forces 
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the infectious agent to the surface of the skin. 
Therefore, patients should not become con- 
cerned if flaring occurs or new lesions appear 
since this can be expected and demonstrates that 
the treatment is working. Unfortunately one 
patient did become concerned and withdrew 
early in the treatment series when his condition 
worsened. 

Of the remaining ten patients, all initially 
responded positively to the treatment and within 
two weeks reported less itching, flaking, 
bleeding and cracking of lesions, which were 
described as getting flatter and thinner. 
Healing usually occurred by slight spreading 
and reddening of the lesions which would then 
become thinner. Finally, new skin would 
appear in “islands” within the lesions. After 
several treatments, a typical patient self-report 
was that the skin felt more flexible and more 
like normal skin. 

By the end of the five-month treatment 
period, four patients had reverted to their origi- 
nal conditions and six patients were evaluated 
as having improved. A year later, three of these 
six had maintained this improved condition, 
despite the cyclical nature of psoriasis. 

A brief summary of the course of disease 
during treatment for each of the ten patients will 
be presented, beginning with those four patients 
who were evaluated by the physician as having 
no change in their conditions. 


Patients Who Were Not Helped Or Who 
Reverted to Original Condition Within Five 
Months 


Patient #1 was a 50 year-old male with a 10 
year history of mild psoriasis of the head, neck, 
and beard who had been using coal tar shampoo. 
After one week of treatment the patient reported 
less itching, but a new spot of psoriasis appeared 
on the left inner arm. At the end of two weeks of 
treatment, the new spot had disappeared but 
itching had increased. It is important to note 
that the patient had not been applying the lotion 
the previous week. In the fourth week of 
treatment the patient presented with new patches 
on the arm and corner of each eye and by week 
twenty two he had returned to coal tar shampoo. 


Patient #3 was a 34 year-old male with a 12 
year history of psoriasis on scalp, ears, ab- 
domen, fingernails, arms, elbows, shins, and 
knees who had previously been treated by using 
UV light and Methotextrate. His subjective 
evaluation of the severity of the disease was 
intermediate. After the first week of treatment, 
lesions became very dry. There was no 
bleeding or cracking and lesions were thinner, 
flatter, and “less itchy and less pickable.” Two 
weeks of treatment showed that edges of lesions 
were healing, itching was gone and there was 
less crusting. As well, some “islanding” and 
reduction in size of lesions was apparent. By 
week twenty two there was crusting of lesions 
again and he was evaluated as unchanged. 

Patient #4 was a female in her early 50s 
with a 20 year history of psoriasis on the right 
ear extending up into the scalp, elbows, lower 
arms, axilla and under the left breast. She 
reported that the severity of her disease varies 
from month to month and her subjective 
evaluation of her condition at the beginning of 
the course of treatment was severe. She had 
previously been using Valisone-steroid for the 
scalp and cortisone cream. One week of 
treatment resulted in less itching, flatter 
lesions, islanding and breaking up of lesions. 
At the end of two weeks of treatment itching had 
increased, lesions were pinker, flatter and not 
crusting. This patient also had not been 
applying the herbal lotion the previous week. By 
the fourth week of treatment the elbows had 
improved considerably, and lesions behind the 
ears were drier. However, by week twenty two 
the patient had become discouraged and her 
condition was the same as at first visit. 

Patient #5 was a 64 year-old female with a 
10 year history of psoriasis on arms and legs, 
primarily on lower legs. She had been using 
Halog ointment for treating the lesions which 
were red but not scaly. The patient reported that 
lesions were less “bumpy” after one week of 
treatment and after two weeks, felt that the 
“bumps have gone.” By the fourth week of 
treatment the lesions were almost healed 
although new spots had appeared behind the 
knee and right chin. By week 22 the patient 
suddenly became worse and she was evaluated 
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as having no change in her psoriasis. It should 
be pointed out that prior to her deterioration 
during the latter part of treatment, she had 
fallen. This may have worsened her condition. 
Another source of stress was that her elderly 
mother was hospitalized and dying. 


Patients Who Showed Improvement When 
Evaluated at the End of the Five-Month 
Treatment Period 


Patient #2 was a 41 year-old female with a 
10 year history of psoriasis on elbows, ears, legs 
and thighs, as well as patchy lesions over trunk, 
anterior and posterior. She described the 
severity of disease at first visit as intermediate 
and related that she had been using Halog 
ointment in the past. Following one week of 
treatment the patient reported that lesions were 
thinner, there was generally less scaling and 
the left ear was much improved. There was 
some “islanding” of lesions and tracings 
showed slight reduction in size. A week later 
edges were gone on lesions which were much 
improved. By week 22 all lesions were slowly 
getting thinner and more flexible and the color 
was more like normal skin. 

Patient #6 was a 39 year-old female who had 
had mild psoriasis on the scalp for two to three 
years. One week of treatment resulted in less 
itching and crusting. The patient reported that 
itchiness returns when the herbal lotion is not 
used. At the end of 22 weeks of treatment, one 
lesion on the hairline had improved. 

Patient #7 was a 15 year-old male who had a 
10 year history of psoriasis of the scalp, back, 
elbows, thighs and legs. Previous treatments 
included megavitamins and UV light. One 
week of treatment prevented a build-up of white 
crusts in the scalp. By the end of two weeks of 
treatment the elbows were red but smooth and 
flat. The lesions on lower legs and back were 
healing with rough skin present only on the 
back. There was no change in lesions on the 
thighs. At twenty two weeks the elbows had 
healed leaving rough skin only; there were 
small flaking areas still in the scalp and the 
lesions on the back were pink and rough. 
Although this patient was judged to have 


improved, he later returned to Megavitamin 
therapy. 

Patient #11 was a 45 year-old male with an 
11 year history of psoriasis which covered much 
of the face and body in patches — scalp, ears, 
and face; left chest and abdomen; back; elbows 
and arms; right and left axilla; and thighs and 
legs. Although the patient’s subjective evalu- 
ation of his condition was stated as “not too bad” 
or intermediate, his was the most severe and 
most extensive case of psoriasis when compared 
with the other patients. Despite this severity, the 
patient had been relying only on cortisone 
cream and coal tar shampoo. The first week of 
treatment showed dramatic improvement, 
healing being evident on the face, ears and 
cheeks, a decrease in itching and flaking, and 
lesions of chest and legs becoming thinner and 
drier. Positive response to treatment continued 
and by four weeks the lesions in beard and ears 
had healed; lesions on legs had decreased in 
size, with healing occurring in “islands,” the 
skin now being raised, red and flat. Although 
the face continued to clear, there was still 
flaking and scaling on the scalp. By week ten, 
lesions on back of the lower legs had improved 
considerably, becoming thinner and paler with 
islands of new skin becoming larger. By week 
twenty two there was still some crusting on 
scalp but there was an excellent response on 
face, back and legs. 

Patient #12 was a 65 year-old male with a 
four-year history of lesions on the backs of his 
hands. This patient reported that his psoriasis 
was not cyclical with exacerbations and 
remissions, but was characterized by a 
continuous process of deterioration. After one 
week of treatment he reported that the skin felt 
less dry and tender. The skin continued to 
improve throughout the course of treatment and 
“bumps,” or pronouncedly raised areas on the 
hands, diminished dramatically. At the end of 
treatment there had been much improvement 
with skin colour almost normal. 

Patient #13 was a female in her mid-forties 
with a two-year history of psoriasis on both 
inner arches of her feet and right and left lower 
legs. Previous therapy consisted of applying 
Halog cream. Initial treatment produced new 
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patches of psoriasis on the leg while existing 
lesions became flatter, thinner, less itchy and 
pinker. The patient continued to make 
progressive improvement and at the completion 
of treatment was considered healed except for 
one small spot. 

It should be noted that subject numbers were 
assigned when inquiries were first made by 
potential subjects. As there were several “no 
shows,” the numbering of subjects is not 
sequential. For a more detailed description of 
results, see Morse et al. (n.d.). 

It is impossible at this stage to attempt an 
explanation of the variation of therapeutic 
outcome of the patients. Several confounding 
factors contribute to this difficulty. First, as 
mentioned, psoriasis is cyclical with exacer- 
bations and remissions occurring intermittent- 
ly. There is a tendency for remission to occur 
during the summer months due to the 
therapeutic effects of sunshine and fresh air. As 
our experiment started in spring and continued 
throughout the summer months, this may have 
had a beneficial effect. 

Another complicating factor is that the 
researchers could not monitor how frequently 
the patients applied the herbal solution. It is 
quite likely that due to the offensive smell of the 
herbal lotion, and the fact that most of the 
patients worked in public places, the lotion was 
not applied as often as suggested by the healer. 
As well, the researchers did not have control 
over the consistency of the herbal lotion. The 
potency may have varied from one treatment 
session to another and the healer did mention 
that he had made one “batch” stronger. 


Discussion 


Although the experiment did not produce the 
dramatic results anticipated by the healer, there 
were, nevertheless, positive results. A majority 
of the patients were helped during the period in 
which they were using the medicines, and three 
patients continued to hold their own six months 
after treatment was terminated. In other words, 
the healer’s treatment appears to be at least as 
effective as most other forms of treatment. 
Moreover, there have been no adverse side 
effects observed thus far, leading us to suspect 


that the healer’s medications have a low risk 
factor compared with the risks associated with 
many forms of treatment currently being used 
by Western doctors.! How can we account for 
these modest successes? 

The research design did not allow us to 
untangle the effects of pharmacological and 
psychological factors in the treatment process. 
Given the probable benefits of a_ holistic 
approach to diseases like psoriasis, it might not 
be desirable to attempt to disentangle the two in a 
real-life situation. Nevertheless, we can 
speculate about some of the factors related to 
pharmacological vs. psychological factors, 
considered separately for analytical purposes. 


Role of Pharmacological Factors 


The healer utilized three different kinds of 
herbal medicine in the treatment of psoriasis: 
an herbal tea, an herbal solution applied to the 
skin, and herbally-medicated water thrown on 
hot rocks during a sweatlodge ceremony. 
Preliminary analysis of “miyosik,”” one of the 
1Most forms of treatment are limited in their success 
and may have serious, unfortunate side effects. 
Methotextrate, a hepatoxic drug considered to be a 
conservative treatment for psoriasis, causes nausea, 
vomiting, diarrhea, headaches and possibly damage to 
the liver and hematopoietic system. PUVA photo- 
chemotherapy, also in wide use, can result in cellular 
genetic damage. A combination of tar and ultraviolet 
light is effective in temporarily clearing the skin, but 
can result in cutaneous squamous cell carcinoma. 
Hydroxyurea therapy can result in macrocytosis and 
flu-like syndrome characterized by an elevated 
temperature, pain in the joints, and headache. Dialysis, 
a safer method of treatment, is time-consuming, 
complex, and sometimes painful. Despite the 
unpleasant and sometimes serious side effects of these 
treatments, a permanent cure is seldom effected. The 
disease may go into remission during treatment, only 
to reappear soon after the discontinuation of treatment 
(Farber et al. 1977, Fry 1984, Maddin et al. 1982, Rook 
et al. 1979). 
2“Miyosik” is a term which is being used arbitrarily to 
describe a key herb in the psoriasis medications used by 
the healer. The identity of the herb is being concealed 


because it was passed down to the healer in a medicine 
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key ingredients in these treatments, by 
chemists at the University of Alberta (see Ayer 
and Browne in this volume) indicates that it 
possesses antibacterial activity against Gram 
positive (e.g., S. aureus, P. vulgare, P. 
aeruginosa) and Gram negative (e.g., E. coli) 
bacteria. Antifungal and antiviral tests are 
currently under way. These results are 
relevant only if a bacterial or viral basis for 
psoriasis is established. This is not entirely 
outside the realm of possibility. 

In addition to the conscious use of herbs, 
traditional therapy may include procedures 
which were incorporated into ritual because 
experimentation over time by past generations 
demonstrated their effectiveness. In due course, 
the original circumstances and rationale 
surrounding the introduction of a procedure 
may be lost or replaced by another rationale. 
Nevertheless, the procedure is frequently 
maintained because it works. The use of willow 
boughs in the construction of the sweatlodge 
provides an example. Although the healer 
believes that willow boughs are used because of 
their suppleness and easy availability, the very 
hot steam inside the sweatlodge may release a 
salicylic acid derivative from the willow 
boughs, thereby augmenting the already 


bundle whose contents are confidential. Also, the healer 
wishes to prevent the herb from being gathered in 
excess and possibly misused. 

1It is interesting to note that only very recently has the 
possibility of psoriasis being a virus been suggested for 
investigation. “We have speculated about a viral 
etiology of psoriasis without any hard evidence for its 
presence, but with cognizance that a viral etiology is 
currently under scrutiny for diseases such as multiple 
sclerosis, Parkinson’s disease and certain neoplasms 
and with a suspicion that psoriasis may also be of viral 
etiology” (Farber et al. 1977:xxxiii-xxxiv). In 1983, an 
article entitled “A Virus-Like Particle Associated with 
Psoriasis” reported that “virus-like particles were 
present in cells from psoriatic lesions” (Dalen et al. 
1983:227) and that “patients with psoriasis release 
virus-like particles in their urine” (Dalen et al. 
1983:221). Thus there may be some scientific basis to 
the healer’s claim that psoriasis is caused by an 
infectious agent. 


herbally-medicated steam (see Swartz in this 
volume). A question worthy of further study is 
whether there is a therapeutic amount of 
salicylic acid released during the sweatlodge 
ceremony to penetrate the skin to disinfect or 
otherwise aid in the healing process. It is worthy 
of note that salicylic acid has been used 
topically in the treatment of psoriasis at the 
Dead Sea, in a procedure known as 
climatotherapy (Avrach 1977). 


Role of Transcultural Psychological Factors 


We have made the argument above that 
pharmacological factors, both conscious and 
unconscious, play a _ significant role in 
traditional treatment. We now turn to a 
consideration of the traditional healer as a 
practitioner of the psychiatric arts.2 


2Not much is known about the extent to which cultural 
differences affect psychological factors relevant to 
psoriasis. There is, however, a fair amount of literature 
on the effect of emotional factors within a Western 
context. Earlier authors emphasized a psychosomatic 
connection, with the suggestion that emotional stress 
may play a role in the etiology of psoriasis (Susskind 
and McGuire 1959, Wittkower and Russel 1953). 
Shanon (1979:220), for example, suggests that if we 
take into consideration “the multifactorial causes in 
precipitation, aggravation and recurrence of the 
disease as well as in reaction to disease, it could be 
concluded that we are dealing with a most widespread, 
psychosomatic, mainly stressogenic skin disorder.” 
However, Baughman and Sobel, in a review of the 
recent literature (1977:187), conclude that there is “no 
evidence of a psoriatic personality type or of any 
psychological or psychosocial predisposition to the 
disease.” Some researchers do report a higher 
incidence of psychological distress prior to disease 
onset as well as significant and substantial differences 
in psychological distress between patients suffering 
from psoriasis as compared to patients afflicted with 
fungal infections (Fava et al. 1980). It is generally 
concluded today however that psoriasis is not a 
psychosomatic disorder but that “emotional factors can 
precipitate or aggravate psoriasis in subjects already 
disposed genetically to this condition” (Whitlock 
1976:200). 


Despite being shorn of much of their cultural 
content, many of the symbols and rituals 
employed by our informant are “autonomously 
self-expressive” (Tormey 1971:129) in the sense 
that they do not rely on specific cultural 
connotations for their effects. They “stand on 
their own feet” by carrying meanings capable of 
evoking a response in subjects from different 
cultural backgrounds. In other words, symbols 
and rituals, in addition to whatever cultural 
meanings they may have, can transcend 
cultural specificity by appealing to sub- (or 
trans-) cultural levels of the human psyche. An 
example may help clarify this claim: The 
healer, on occasion, interrupted the application 
of herbal solution to enlist the aid of the eagle 
spirit which can be called upon in difficult 
cases. As described above, the healer grasped an 
eagle wing in each hand and fanned the body of 
a seriously afflicted patient, briefly touching the 
body with the tips of the wings. In describing 
this experience later, one of the patients said the 
following: 


It was a good feeling. I didn’t find it odd 
at all; you can understand what’s 
happening. It’s never a question, you 
know, but that the thing makes sense, 
given its own framework. The wings do 
make a difference on the person they’re 
being used on. There’s absolutely no 
question that that odd touch they have is 
quite distinctive and it feels as if you're 
about to take off and there’s also the 
sound they make. 


A little touch here and there, but not 
every time, and you can hear this, 
whatever, flying near you and just 
touching you every once in a while, so 
that the mental picture is very strong. 


It is obvious from this quote that even though 
he did not know the cultural symbolism 


1From an interview with one of the patients 
participating in our experiments. Copy of 1986 
transcript and tape on file: Project for the Study of 
Traditional Healing Practices, Department of 
Anthropology, University of Alberta, Edmonton, 
Canada, T6G 2H4. 
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associated with the eagle spirit, the patient found 
the ceremony to be meaningful because of the 
unusual sound and touch sensations that it 
produced. 

Other mood-altering techniques employed 
by the healer are the incense used to purify the 
area, utensils, and patients; the absolute dark of 
the sweatlodge, combined with the hypnotic 
rhythm of chants and rattles; and the sudden 
blasts of medicated steam which resulted from 
periodically pouring herbal water on hot rocks 
in the center of the sweatlodge. The intense heat 
of the sweatlodge, amplified by the steam, was 
relaxing but also created a sense of fear. In 
brief, it is possible that the simultaneous 
elicitation of both hypnotic and stressful 
sensations activates both the sympathetic and 
parasympathetic systems in a way that makes 
the patient more receptive to suggestion, both 
physiologically and psychologically (Lex 1977, 
1979). These devices are undoubtedly amplified 
in effect by the several hours of fasting which 
patients were instructed to undergo prior to the 
sweat. 

In addition to these attempts to alter one’s 
psychological state through the manipulation of 
the sensual environment, the healer also 
attempted to communicate literal meaning. 
During the course of the sweatlodge ceremony, 
he gave a little sermon in English, stressing the 
necessity of faith in the Great Spirit, regardless 
of religious background; emphasizing that 
spiritual forces were present in the lodge to 
assist in curing; and assuring the patients that 
they could not fail to get better. 

The above discussion should suffice to 
demonstrate that our informant’s approach is 
based upon both pharmacological and 
psychological principles. Moreover, his use of 
the holistic approach is quite sophisticated. He 
never hesitated to adapt his practices, revise his 
explanations, or introduce innovations (while 
maintaining the essentials of traditional 
practices) as the situation demanded. For 
example, when it became apparent that some of 
the patients were not applying the herbal 
solution regularly at home because of its smell, 
the healer had a dream (after fasting and 
praying) that stimulated him to add wild mint to 
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the traditional herbal combination. The mint 
was strong enough to mask the other smells, 
thereby making the solution more acceptable to 
the patients. 

The healer also made it quite explicit in 
interviews with the authors that treatment 
ceremonies cannot be rigid. The good healer 
must be capable of “getting on the same level as 
his patients” and “doing and saying things that 
the patients can understand.” In more technical 
terms, the healer realizes that if what Finkler 
(1980, 1981) calls “cognitive restructuring” is to 
take place, symbols and rituals must be 
situation specific. At the same time, however, 
cognitive restructuring has its limitations. 
While a correct mental set can make the patient 
more susceptible to positive suggestions and 
thereby speed up the healing process, one should 
not lose sight of the possibility, discussed above, 
that the herbal medicines may be efficacious in 
their own right. 


Postscript 

Despite the modest successes achieved, the 
healer was disappointed that the results of the 
experiment were not as spectacular as those he 
claims to have achieved with Native patients. 
He felt that the experiment did not provide a true 
test of Native medicine since it was conducted 
on alien territory and since there were 
insufficient controls on the regularity with 
which patients used the medicine. He said he 
would never participate in such an experiment 
again. 

The healer did agree to continue to treat 
non-Native patients, but only on his own terms. 
Individuals desiring treatment are required to 
spend a few days at the reserve so they can 
receive intensive care. The most striking result 
obtained thus far is the case of an eight-year-old 
girl from Toronto whose body was entirely 
covered with psoriasis (Figure 3). Her parents 
made the long and expensive trip to the home of 
the healer where the girl received herbal 
medication every three hours around the clock 
for three days. Almost immediately, her skin 
began to peel off and within two weeks, her 
psoriasis had disappeared. With the exception of 


a few small spots, her skin has remained clear 
until the present time. 

The healer has broken new ground in other 
ways as well. With the help of the psoriasis 
project team, he formed a liaison with a well- 
known physician and acupuncturist in 
Edmonton who agreed to assist in the treatment 
of patients in need of modern diagnostic and 
surgical procedures. These two have not limited 
themselves to psoriasis but have treated a range 
of illnesses, including a patient diagnosed as 
having terminal cancer, using a combination 
of Native, Chinese, and Western techniques. 

The healer is currently engaged in 
attempting to set up a traditional healing center 
on the reserve which will be open to both Natives 
and non-Natives. He hopes to make non-Native 
patients feel at home by employing physical 
facilities, nurses, etc. that are reminiscent of 
Western institutions. Treatment, however, will 
involve a team of Native healers, each with his 
own sweatlodge, and each with his own 
specialty such as contagious diseases, chronic 
diseases, or marital problems. There are a 
number of financial and legal hurdles to be 
overcome before such a center can become a 
reality (Ingram, Swartz, and Young n.d.), but 
the healer is confident that the day has come 
when Native medicine will “come out of 
hiding” and take its rightful place in the world. 
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Figure 3. 
a) Ejight-year-old girl covered with psoriasis 
prior to treatment by the healer. 
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Documenting the Practice 
of a Traditional Healer: 
Methodological Problems and Issues 


Janice M. Morse, Ruth McConnell and David E. Young 


There is an interesting void in both the 
medical and anthropological literature on the 
efficacy of traditional healing. Anthropological 
articles have focussed on descriptions of the 
practice of healers and suggested theoretical 
explanations for the healing process (such as the 
placebo effect [McCreery 1979, Moerman 1979)), 
and with few exceptions (e.g., Finkler 1980, 
1981) have ignored the efficacy of traditional 
treatments. On the other hand, despite the fact 
that much of the Western pharmacopoeia has 
been derived from traditional medicine and 
many present day treatment techniques, and 
therapies have been developed by traditional 
healers over time (Holmstedt and Bruhn 1983, 
McCreery 1979), medicine has virtually 
ignored and decried the practice of healers and 
their ability to cure. Furthermore, the pharma- 
ceutical profession, while anxious to identify 
herbal cures, is concerned more with the 
analysis and the identification of the active 
ingredients, than with the performance of the 
natural substance. 

Thus, medical anthropology is the only 
discipline using a holistic approach to examine 
the practice of traditional healers and the 
outcome of their practice. Although medical 
anthropology is a relatively new specialty, this 
is an inadequate explanation to account for the 
few publications on the outcomes of traditional 
healing. We are suggesting the reason may be 
twofold. First, the methodological, political and 
legal barriers to conducting such research may 
be insurmountable. The study of disease and 
therapies is the purview of medicine, so that 
many traditional healers are working 
illegally, without licensure and with consider- 
able social stigma, labeled as “quacks.” The 
medical profession is very clear about who is 


qualified to diagnose and treat illness, and the 
anthropological documentation of the course of 
illness lacks legitimacy to the medical 
profession. Furthermore, documentation places 
the healer in a precarious legal position unless 
he/she is practicing on the reserve and possibly 
exempt from these laws, or from prosecution. 

The second, and most interesting reason, is 
that research in this area provokes a clash of 
methodological paradigms. The naturalistic, 
anthropological paradigm demands that the 
research be conducted in the healer’s own 
setting, and that the process of documentation 
not disrupt or infringe upon the normal 
behaviour of the informant (Hammersley and 
Atkinson 1983). In short, this paradigm 
demands accuracy in reporting, and values 
internal validity over external validity, the 
emic over the etic. The medical, scientific 
paradigm, stresses control, evidence, repli- 
cation and generalizability, and demands 
external validity. 

Clearly, then, the great dilemma in 
documenting traditional healing practices and 
the efficacy of healing is that the researcher is 
in a paradoxical situation. It is not possible to 
meet both the criteria of non-intervention 
required by the anthropological, ethnographic 
paradigm and, at the same time, meet the rigid 
demands of control that the experimental 
design requires. With research in medical 
anthropology, compromises must be made or the 
research is not conducted or published. Thus, 
this type of research becomes a compromise 
between feasibility and validity; between doing, 
or not doing, the research. The purpose of this 
article is to discuss this dilemma, the 
compromises made and the technical and 
theoretical problems encountered in the process 
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of conducting some recent research on 
traditional healing. 


The Psoriasis Project! 


The purpose of The Psoriasis Project was to 
document the practices of a traditional healer 
and the treatment outcomes. Although the 
results of documentation have been interesting 
enough to warrant further research, the 
researchers’ original intention was not “to 
prove” a cure for psoriasis, but rather to 
document the course of the disease, while at the 
same time, collecting ethnographic data on the 
rituals associated with the treatment. The 
project was initiated by the healer who requested 
documentation of his healing practices so that 
he could gain the legitimacy necessary to 
establish a clinic on his reserve in northern 
Alberta. The role of the research team, 
therefore, was to document the healing practices 
(for anthropological and archival purposes) and 
to document the treatment outcomes (for the 
healer). 


Selecting a Research Design 


From the inception of the project, several 
considerations shaped the project. First, the 
researchers were working in an unknown 
area. We had not observed the healer at work. 
We did not know how long the treatments would 
take, what would be done and whether or not 
there would be any medical risks to 
participants. Thus, before beginning the main 
study, it was decided to do a pilot project. This 
pilot project enabled the research team to become 
more comfortable with the ritual, to learn to 
work together as a team and with the healer, and 
to feel more prepared to give information to the 
participants of the main study. 

Two patients were selected for the pilot study 
and 11 patients for the main study. The size of 
the treatment group was decided in consultation 
with the healer and was limited by the number 
of volunteers, the amount of medicine available 
and by the amount of time it took to treat and to 


1See Young et al. in this volume for a more complete 
description of the Psoriasis Project. 


document each case. With more subjects the 
sessions would have become much too long. 

The second consideration was whether or 
not the research would focus on the efficacy of 
the treatment (to determine whether or not the 
healer could actually cure) or would be limited 
to describing the healing procedures. A 
research design that would answer the question 
of efficacy must also isolate the effects of the 
ritual from the effects of the medication. Such a 
model was abhorrent to the healer who insisted 
that it is the Great Spirit who cures and that the 
healing could not take place by using either the 
ritual or the medications alone. To examine 
efficacy we would need at least a four group 
design: a treatment group (i.e., medication plus 
ritual), a medication alone group, a ritual alone 
group and a control (i.e., no ritual, no 
treatment) group. Subjects would have to be 
randomly assigned to each of the four groups 
and matched for sex, age, duration, severity 
and type of psoriasis. The evaluation of the 
psoriasis would have to be conducted by those 
who were blind to the group assignment of the 
subjects. In order to obtain enough subjects, an 
enormous number of individuals would need to 
be screened. As psoriasis occurs in only 2 to 4% 
of the population, it seemed unlikely that we 
could obtain a sufficient number of subjects. 
Without this subject pool, there would be a 
considerable threat to validity. With the limited 
funding available it was decided that 
addressing such a question as the efficacy of the 
treatment was not feasible. Thus, rather than a 
controlled, experimental design, a descriptive, 
anthropological approach was selected. 

Nevertheless, some of the characteristics of 
the medical experimental design could be 
incorporated into the study to assist in closing 
the gap between these two paradigms. For 
example, careful case histories of the subjects 
were elicited, so that seasonal variation in the 
course of the disease for each participant could 
be determined. Notations concerning the types 
of treatments tried in the past, and with what 
success, were also noted, so that in essence, each 
subject served as his/her own control. 

However, the anthropological approach was 
also modified. The healer suggested that it 


would not be possible to conduct the research 
with Native subjects. He explained that the Cree 
on his reserve would be too shy to participate in 
this research. However, he explained that he 
was capable of curing anyone who had enough 
faith in God “however He was conceived to be” 
and that he could cure Caucasian patients. He 
agreed to conduct the healing sessions in 
Edmonton rather than having the research team 
and the participants travel to the reserve many 
times over the next few months. Thus a major 
tenet of naturalistic research was violated — the 


healing did not take place in the healer’s own > 


setting with subjects that shared his culture and 
his “world view.” This disrupted the usual 
practice of the healer who reported that he would 
have to “pray harder” to achieve a cure and to 
incorporate much English into his Cree 
prayers. 


Selecting a Research Setting 


The next difficulty was to find a research 
setting in the city that would meet the needs of 
the healer and satisfy the requirements of the 
university ethics committee which reviewed the 
proposal. The requirements of the healer were 
difficult to meet. Because of the traditional 
menstrual taboo, menstruating women had to be 
absent from the building; because of the amount 
of smoke produced by the incense, there could be 
no smoke alarms; and as the ritual had to 
commence before the sun went down (this was 
about 3 pm in the northern winter), the building 
had to be available for use during the day. 
Because of the unknown medical risks to 
participants (such as the possibility of acute 
allergic reactions to the healer’s incense and 
herbs), the ethics committee required medical 
backup during all healing sessions. Fortunate- 
ly, an ideal location was obtained: the basement 
of a health clinic, and the staff physicians 
agreed to remain after clinic hours on the days 
that the ritual was conducted in case a medical 
emergency arose. When the healer decided that 
a sweat was essential, an attempt was made to 
travel to the reserve, with a physician on the 
research team. When a snow storm closed the 
roads, this was cancelled. Later in the spring, a 
decision was made to construct and consecrate a 
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sweatlodge at the acreage-home of one of the 
investigators. The construction of this sweat- 
lodge not only provided greater accessibility to a 
necessary part of the healing ritual, but also 
supplied an unprecedented opportunity for 
documenting Cree construction of a sweatlodge 
and the ritual involved. 


Problems Related to Participants 


Participants for the main study were 
obtained by advertising in the local papers. 
This resulted in more than 35 inquiries. 
Explanations of the project were provided on the 
phone, and all those who were interested in the 
project were invited to an orientation session to 
meet the healer and to find out what would be 
involved in participating. Of most importance, 
participants were asked not to continue using 
their prescribed psoriasis medications during 
the period of the study. Despite this requirement, 
15 potential participants arrived for the orienta- 
tion. Some ambivalence was evident and only 
11 patients returned for the first healing 
session. 

Following the initial healing session, the 
participants were responsible for applying the 
lotion on the lesions themselves and for taking 
the herbal tea. The smell of the lotion, however, 
was so strong that one participant was given 
sick leave from work and told to return when 
the treatment was finished, and another tried to 
remove the odor with tomato juice (which 
exacerbated her skin lesions). The smell 
interferred with the course of the treatment, and 
participants told us that they did not apply the 
lotion “as much as they should.” The healer 
tried to mask the smell with mint, and this was 
partially successful. The participants’ non- 
compliance in applying the lotion may have 
reduced the effectiveness of the treatment. If we 
were using an experimental design, this 
problem would have invalidated the study. 
However, in anthropological research, such 
problems are considered a part of the process of 
traditional treatment, documented by the 
researcher and noted in the report. 

Another potential difficulty from the 
perspective of the medical paradigm was that the 
healer used many techniques to enhance the 
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participants’ belief that they would be healed. 
These techniques included verbal assessment 
of the healing process (with the emphasis on 
those who were healing), constant encourage- 
ment and recollection of “how bad it [the 
lesions] used to be.” Also, a Cree chief from a 
neighboring reserve whose body “used to be 
covered” with psoriasis but who is now healed 
was introduced to the group and was asked to 
provide testimony concerning the healing. The 
researchers also were asked by the healer to 
admire improved lesions, and the participants 
were encouraged to comment on the condition of 
one another. Again this was noted, and was, 
from the anthropological perspective, not con- 
sidered a “bias” but rather a part of the healer’s 
technique. The participants also became 
concerned about one another over time, and 
formed an unofficial support group, discussing 
the research project with one another on the 
phone. 


Problems in Documentation 


The first decision, made at the 
commencement of the project, was to select a 
disease that was low risk, yet visible, so that the 
outcome of the healing could be easily recorded. 
For example, the healer stated that he treated 
migraines, but this malady was not considered 
suitable for this project as migraines cannot be 
seen. The healer wanted to treat diabetic ulcers 
on the lower leg. Because of the risk of infection 
and the possibility of serious complications that 
could lead to amputation, this condition was not 
selected. The healer was given a large medical 
text with photographs of various skin diseases so 
that he could identify the conditions that he 
could treat. He chose psoriasis and eczema, 
which have the same name in Cree (yo me ne 
mit), and psoriasis was selected. 

Documenting the changes in the lesions 
over time proved to be the major technical 
difficulty in the study. The main method used 
was photography, which was supplemented by 
outline tracing of the changing size of the 
lesions, and by patients’ subjective reports. Two 
physicians examined the lesions at the 
beginning and the end of the project. A more 
reliable, technical method for examining the 


lesions, such as histogeometric measurements 
of tissue change (Soltani and Van Scott 1972), 
was unavailable to the researchers, but it is 
recommended that this be used in the future. 


Photography 


Photographs of the affected areas were taken 
for each patient by McConnell. If the lesions 
were widespread, four front and back pictures 
were taken: anterior and posterior head and 
upper torso and lower torso and legs. Close-ups 
of preselected areas were taken (i.e., the same 
area that was mapped, if possible).1 

Several problems were encountered using 
photography. The slide film and the lighting 
(tungsten hot lights) were incompatible. 
Unfortunately, this was only realized when the 
first batch of slides came back from the 
processor with a greenish tint. These slides 
were later colour corrected in the lab, and an 
80B filter was used for all subsequent slides.” 
The procedure lowered the amount of light that 
entered the lens and therefore affected the depth 
of the field. Constant conditions of a studio were 
not available (in the course of the project 
photographs were taken in five different areas), 
and it was difficult to maintain an accurate 
spatial relationship among the patient, camera 
and lights in terms of placement and angle. 
Accordingly, photographs may not perfectly 
represent the changes that occurred on the skin. 

A third set of problems entailed docu- 
menting changes in the texture and colour of 
lesions as they healed. It proved to be 
particularly difficult to capture the crustiness of 
the lesions in a realistic manner. As well, the 
healing skin, although more flexible and 
thinner, actually appears on colour film to have 
worsened because of the increased redness. 


1A Canon AE-1 or Canon Ftb camera with a Macro 50 
mm lens (1:3.5) was used for all skin photography. 
Both colour transparencies (Kodak Ektachrome 64) 
and black and white (Kodak Plus X 125) were taken. 
Tungsten hot lights were chosen for the lighting as 
they were portable and available. 

2Professional medical photographers use expensive 
studio flash (strobe) lights with power pack that are 
compatible with Ektachrome daylight film. 


These problems increased with the use of black 
and white film which could only show tonal 
variation. Also, the prints varied according to 
the printer; there was no consistency guaran- 
teed in the printing process, which allows for a 
great deal of latitude for tonal density. 

Photographs, while assisting with the 
documentation of the healing process, are 
inferior to the human eye in relation to 
sensitivity to tonal variances and texture. We 
concluded that because photography is not a 
reliable and valid measure of recording the 
normal healing process, the photographs must 
be considered only as indicators, rather than 
validators of healing. 


Mapping 


The lesion size was recorded by placing a 
piece of plastic over the selected lesion (usually 
the same one that was photographed) and 
tracing around the edges of the lesion. Different 
colored pens were used to indicate the day on 
which the tracings were done. This system was 
not without error. The positions of the edges of 
the lesions changed due to the thinning of the 
lesions. As healing occurs, the lesions break 
into “islands” (i.e., large areas become small 
lesions). Thus, the edge of the lesion is not 
always the same place as the edge of the 
reddened area. To maintain consistency, the 
raised area was always traced. After 
approximately three weeks, the raised areas 
were flattened to the extent that they could no 
longer be traced. Although this technique 
provided useful “maps” of the healing process, 
the documentation was useful for only a short 
period of time. 


Self Reports 


Patients stated that their lesions were less 
itchy from the start of the project. The lesions 
quickly became less scaly, less “pickable,” 
thinner, bled less easily, became more flexible 
and were reported to be “more like normal 
skin.” These comments were reported inde- 
pendently by all patients, and some aspects of 
the reports (e.g., the cessation of scratching) 
could be verified by the lack of fingernail 
abrasions on the skin. 


Medical Verification 


At the beginning of the study, the patients 
were examined by physicians and the nurse, the 
medical history of each participant was taken, 
and the location and relative size of the lesions 
recorded on an outline figure. At the end of the 
study, the physicians again examined the 
patients and rated the condition of the psoriasis 
in one of three categories: “worse,” “healing 
within normal limits,” or “much improved.” 
Again, an important limitation was that all 
patients had the same treatment, and the 
physician was not “blind.” It is therefore 
possible that these ratings by the physicians 
were biased, especially as the physicians were 
not expecting to see improvement. Perhaps, 
while accepted clinically, this method of data 
collection would not be acceptable for medical 
research. 


Audio and Video Documentation 


Documentation of the healing ceremonies 
was achieved by the use of tape recorders, video 
cameras and slide photographs. Vcluminous 
data were obtained by transcribing the tapes and 
formed an essential component of these 
research data. The use of the video camera was 
more difficult. The principal investigator 
(Young) was initially responsible for the 
videotaping, but this was inconvenient as it 
meant that he was unavailable for consultation 
on other aspects of data collection due to the fact 
that he had to remain behind the camera. A 
professional video crew took over this task later 
in the project. 

An important problem affecting validity 
was the effect of the video camera on the 
behaviour of the participants and the behaviour 
of the healer. All participants were aware of the 
camera and, as a result, were feeling visibly 
self-conscious. Of course, the extent of this 
behaviour change could not be assessed, and the 
advantages of having a visual permanent 
record of the ritual outweighed the disadvan- 
tages. Nevertheless, the change in the behaviour 
of the participants due to the camera is 
considered a threat to validity in anthro- 
pological research. 
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Discussion 


As discussed in the first part of this article, 
this research used neither the anthropological, 
descriptive method, nor the experimental 
design commonly used in medical research. 
Rather, the research may be considered quasi- 
ethnographic in that it used ethnographic 
methods in a “laboratory” setting. The results, a 
descriptive account of the rituals and outcomes 
of traditional healing, were not conclusive 
regarding the efficacy of traditional medicine; 
nor were they intended to be. 

Because the topic is considered “medical,” 
the results of this type of research do not have 
much chance of being published as they cannot 
survive the scrutiny of medical reviewers. The 
medical profession is so uncomfortable with 
unorthodox practices that even while the 
research was in progress, a copy of a letter from 
the provincial Dermatological Association 
condemning the University’s support of our 
research into quackery, was received by the 
Medical School. As this research must therefore 
be considered outside the domain of medicine, 
both in methods and in focus, the reviewers used 
should rather be obtained from anthropology — 
preferably medical anthropology. It is 
paradoxical that this research has attracted 
much attention at anthropological meetings, yet 
is not considered “publishable” by many 
journals. 

We suggest that research designs need to be 
adapted that will enable researchers to examine 
and describe the types of phenomena in which 
medical anthropologists are interested. The 
topic of Native healing, for example, is so 
significant and unique that scholars should 
find new ways to understand this phenomenon. 
The relatively new field of medical anthro- 
pology bridges gaps between anthropology and 
medicine and thus has much to offer, but it 
comes with many new technical and theoretical 
problems. Research designs must be developed 
that strike a sensible balance between the 
demands of rigour and the demands of 
naturalistic research. 
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Placebo Effects Associated 
with Sweatlodge Therapy 


Joel Wilbush 


Associated with the psoriasis project only in 
part I am in no position to evaluate it. The herbs 
utilized may well contain, as claimed, active 
healing ingredients, though, judging from 
many previously recorded instances, I doubt 
whether these are present in sufficient 
quantities in the medications the participants in 
the project have been offered. Notwithstanding, 
the pharmacological therapeutic ingredients 
extracted from them may, indeed, prove useful 
in the management of psoriasis or other 
conditions. Yet, whatever the therapeutic effects 
of medications, the improvement in the 
dermatological lesions owes, I believe, as much 
or more to the placebo effects of the procedures, 
indeed to the whole context, of this project. 

Attributing improvement or recovery to a 
placebo effect inevitably carries with it, at this 
particular developmental stage of the dominant 
culture in North America, more than a hint of 
disapprobation. It can very easily be interpreted 
as a charge of charlatanism, an accusation of 
dishonesty. Nothing is further from my mind. 
Neither do I regard the investigation of placebo 
effects in any way less important than that of 
ethnopharmacological agents. I know that if I 
am to be correctly understood, I have to do a lot of 
explaining. 

Having been persuaded to participate in 
some parts of the psoriasis project, mostly 
because, licensed to practise medicine in the 
province of Alberta, I was sometimes a useful 
person to have around. I became interested in 
the project only after, taking part in the 
sweatlodge ceremony, I realized how much this 
experience added to my understanding of the 
placebo effect. Indeed, I found the sweatlodge 
ceremonies to be some of the most impressive 
demonstrations of the way in which the placebo 
effect could be successfully manipulated in the 
service of treatment/healing. 


When I graduated in 1943, medicine still 
had a few years before entering its present 
highly technological “developmental stage.” 
My alma mater was situated in a different 
culture, of a different epoch, in what now seems 
to have been a pre-diluvian age. As new 
graduates, we were encouraged to wear the title 
“doctor” well, “act like doctors” (Bird 1955), use 
our authority, be decisive and always act in the 
interests of our patients. 

Life was, in many ways, much simpler 
when the doctor’s authority was not questioned, 
medical insurance cost only a few pounds a 
year and modern medical ethics was not yet 
conceived. Playing the omnipotent, the medical 
graduate, no less than practitioner, naturally 
often had his doubts. Though “it was the doctor’s 
responsibility to keep in mind the tentative 
nature of much of his knowledge of disease, ... it 
was certainly not his business to share this 
intellectual uncertainty with his patient, on the 
contrary,” like a priest of an old esoteric 
religion, “he had to impart the conviction that he 
was treating the disease with the most effective 
means available. He knew that the 
appropriateness of what he was doing was itself 
an important part of his treatment because it 
aroused the patient’s confidence and his will to 
recovery” (Carstairs 1963:84, changed to past 
tense). This covered not only the doctor’s 
clinical approach but also the medication he 
used, which, as he knew, often consisted of 
inactive substances. Yet, even after the 
invention of the early antibiotics and advent of 
other potent drugs, when such “placebo therapy” 
began to be loudly questioned in the USA, it was 
vigorously defended as “not a dishonest 
procedure but a means of treating a patient 
according to the dictums of our profession” 
(Kupperman, Wetchler and Blatt 1959). 


In 1943 all medical graduates automatically 
joined the armed forces. I had two months, after 
a short “internship,” before donning my 
uniform and I spent them relieving doctors as a 
locum tenans. I still remember almost every one 
of my first steps in the world outside the hospital, 
for like all others in all ages, newly qualified, I 
was bewildered by the “host of odd ailments I 
never heard of and the slight but complicated 
infirmities of various organs that found no 
place in medical literature” (Tilt 1882), in 
lectures or in hospital practice. My books were, 
like those of previous generations, “very 
defective in their representation ... even of the 
most important (forms of illness) ... of many 
there was no account whatever excepting what 
was to be found in compendiums and systems 
(i.e., like those of psychiatry or psycho- 
analysis!) and there they were delineated often 
so obscurely ... that it was utterly impossible for 
the young practitioner to acquire a clear and 
competent knowledge of them” (Gooch 1819:xii, 
changed to the past tense). I was at a loss what to 
do, how to manage, what to prescribe for my 
patients. 

Dr. Wilson had his house and attached 
“surgery” (= office) at Attercliffe, an industrial 
suburb which held the doubtful distinction of 
having the highest fall or deposition of coal-dust 
per square inch in Britain. Before leaving 
things to my care he conducted me through the 
“surgery” and “dispensary” explaining in 
matter of fact tones the routine and peculiarities 
of the practice. Many of the “panel” (covered by 
contract) patients used to pay one shilling extra 
for a bottle of “the doctor’s medicine,” reputed to 
be much more effective than the free one from 
the chemist (= pharmacist) to which they were 
entitled. Catering to demand he, in common 
with others, ran a “dispensing practice” and 
stocked most of the favorite medicines. 

“You'll find these extremely useful,” he said 
pointing to a series of bottles containing 
differently colored compressed tablets. “Colored 
aspirins. Yellow for arthritis and joints, pink 
for backache, green for headache — but, of 
course, you know all about it....” I did not; it 
came as a shock; but it proved to be very useful. I 
learned more in those few minutes about 


medical practice and the power of placebos than 
in years of formal lectures. 

The war acted as a catalyst, initiating some 
of the most remarkable developments in 
medicine. They happened so quickly. Diag- 
nostic procedures became more accurate; 
anaesthesia became more sophisticated and 
surgical techniques more refined; _ bio- 
chemistry, endocrinology, immunology and 
other disciplines enriched medicine; while 
pharmacology topped all with new, specific, 
highly potent medications which affected all 
aspects of treatment. Placebo medication, 
defended in the past by pointing out it was not too 
different from most officially recognized 
medications traditionally prescribed, but much 
less dangerous, could no longer be justified. It 
was branded as fraud; it had to go; doctors 
criticized it in their writings, disparaged it in 
their lectures and publicly condemned it in the 
media. 

The criticism of placebo medication 
mounted despite the glaring failures of bio- 
medicine and modern drugs in the treatment of 
behavioral disorders! (Wilbush 1982). Viewed 
as incongruous psychogenic manifestations, 
behavioral disorders were long neglected 
because of the organicist bias of modern 
biomedicine. It was apparently deemed 
preferable to silence those subject to them by 
drugging them into “valiuminity” or 
“libriuminity” than to utilize well proven, but 
questionable, placebo alternatives. As a result, 
patients subject to such complaints often turned 
away to seek the help of alternative medicine 
and occasionally, also traditional healers, all 
of whom continued to use placebo medication. 

The placebo effect is undeniable. It is, in 
fact, consciously or, much more frequently, 
unconsciously, exercised by every practising 
doctor. Indeed, everyone demonstrates by his 
actions, despite all what he may say, how much 
he depends upon it. Perhaps the best proof of its 
ubiquity is provided by the procedures of 
research into the efficacy of new drugs. 
Extremely elaborate steps have to be taken in all 
such evaluations in order to determine the 


1This term is here used as a technical one. 


activity of drugs free from placebo effects. 
Trials in which a new pharmaceutical product 
is clinically compared with an inert substance 
are, to be convincing, routinely so arranged that 
the therapists are rendered “blind,” ignorant of 
the nature of the substances they are using, as is 
the patient who ingests them (whence the term 
“double blind trial”), for otherwise they always 
unconsciously influence the results by their 
equally unconscious behaviour. It is also of 
interest that every inert substance hitherto 
tested, during thousands upon thousands of 
trials, has always been found to have some 
therapeutic and iatrogenic effects. Though, at 
least in the successful trials, these inert 
substances never possess the same beneficial 
effects as those of specific medications, im- 
provement is often impressive. This happens, 
let me emphasize, though these substances are 
just dispensed, without the routine “build up” or 
enhancement which usually accompany the 
presentation or prescription of placebos. The 
effect is “just there,” as a concomitant of the act 
of living medication. 

The placebo effect is commonly explained 
as a “psychological” phenomenon, a demon- 
stration of the power of “mind over matter.” 
Alternative explanations, claiming to escape 
this “physicalistic Cartesian ideology” have put 
forward “a view based on a conceptualization in 
which mind and belief are literally embodied 
and conversely, the bodies of persons literally 
mindful” (Hahn and Kleinman 1983:16). Other 
difficulties apart, this whole approach, and 
especially semantic usage, only perpetuates the 
ideology it ostensibly seeks to escape. The 
translation of this effect into a “general 
medical effectiveness” (Moerman 1979:3) gives 
it the recognition of comprehensive presence in 
the practice of medicine. Yet the observation that 
“the patient exhibits a biological response to a 
symbolic stimulus” (Moerman 1983) merely 
describes but does not explain the placebo effect. 
Obviously many “explanations” have missed 
the mark through carelessness with termino- 
logy which has led them to see incongruities in 
matters which are only “paradoxical artifacts of 
our semantics” (Stein 1983). The recognition 
that “the doctor is a drug,” (Balint 1957), that 
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treatment always takes place in a context of 
which he is a part, and that this relationship is 
basically indeterminate (Stein 1983), also does 
not specify the roots of placebo action. Neither 
does the assertion that these are the effects of 
“ethnomedical systems of belief and expectation 
(which) causally effect the reality of sickness 
and health” (Hahn and Kleinman 1983:18). 
These are only descriptions, not explanations; 
they do not tell us anything about the nature, the 
intrinsic essence, or function of placebo effects. 

The influence of the placebo effect as 
“general medical effectiveness” is essentially 
not measurable. Attempts at calculation have 
shown it to be as low as 10% or as high as 90%. 
The frequently quoted statement that “placebos 
are found to have an average significant 
effectiveness of 35.2% + 2.2%” (Beecher 1955) is 
worse than misleading, for it gives this effect a 
false exactitude. It describes neither magnitude 
of effect nor its incidence. These figures have 
been obtained through research conducted under 
certain circumstances; different results are to 
be expected under different clinical, social and 
cultural conditions. 

Placebo effects are not of “a different kind” 
than those of specific therapy (Moerman 1983). 
They are not, as has been claimed, less 
efficacious. On the contrary, they may be more 
long lasting and thus preferable to some forms 
of specific treatment. Despite psychoanalytic 
and other contentions that symptomatic therapy, 
which includes placebo-treatment, only “covers 
up” the external manifestations of an internal 
conflict which invariably erupts afresh in its 
original or new form, this happens only rarely. 
In fact, in some instances, like the treatment of 
peptic ulcers, placebo cures have been associated 
with less than a fifth (9% versus 48%) of the 
recurrence rate after therapy with cimetidine, a 
physiological specific (Sonnenberg, Keine and 
Weber 1979). Though, from a psychoanalytic 
point of view, both forms of treatment can be 
regarded as only symptomatic, that by placebo 
has obviously been shown, at least on this 
occasion, to be preferable. It should also be 
mentioned that psychoanalysis, aimed at the 
putative cause, is notoriously ineffective in this 
condition. 


Inevitably an attempt has been made to 
explain the placebo effect in organicist terms. It 
has been shown that relief of pain by placebos 
can be blocked by the subsequent injection of 
naloxone, an opiate antagonist, suggesting the 
effect is mediated by a rise in the level of serum 
endorphins (Levine, Gordon and Fields 1978). 
While this explains only relief of pain, parallel 
physiological processes can be posited to explain 
other effects. Analogous solutions, inspired by 
the implicit Cartesian duality of psychoanalytic 
ideology, have been advanced to account for the 
manifestations of psychosomatic disorders. 
Some, like ovarian hormonal disorders, have 
been supported by research. Accepting that 
placebo gestures, similarly, act through bodily, 
physiological functions and have “organic” 
parameters obviously does not localize their 
centres of action; these may well be “all in the 
brain” instead of “all in the mind” but may also 
be in other parts of the central nervous system. 

It has long been known that nocebos act 
through physiological processes, often by 
dehydration. Australian doctors working in 
Darwin, NT, have, already in the 1950s, 
reported that death from “pointing the bone” can 
be prevented by saline infusions and sedatives. 

These measures also may have been helped 
by a belief that the magic of the White Man is 
stronger than that of the elders of the tribe. The 
role of dehydration in such deaths has since 
been reported again, (Eastwell 1982) though this 
does not preclude other mechanisms in other 
circumstances. The death of a university 
professor I had known well, from coronary 
disease of the heart, after being virtually 
ostracized by his colleagues, might well have 
been hastened by such nocebo influences. 

Despite the extensive evidence for the reality 
of placebo effects, little research has been done to 
explore their nature. Even less effort has been 
expanded on their possible utilization in 
medicine. On the contrary, biomedicine has 
consistently regarded placebos with suspicion 
and contempt while doctors consciously using 
them have, as already mentioned, been 
described as dishonest charlatans. Whatever 
the reasons, and many have been put forward, it 
is most likely to be primarily because neither 


present day science nor biomedicine possess a 
suitable approach or appropriate techniques for 
undertaking an investigation of placebos. 

The first step in tackling the placebo 
phenomenon is, obviously, to approach it with an 
open mind, look at it with innocent eyes, face to 
face, without an intervening dark glass of 
preconceived ideas. One of the most formidable 
obstacles to clear understanding, as has been 
repeatedly pointed out by different authorities 
and reiterated here, is the distortion of the 
problem by the persistence of terminology, 
underlying concepts and ideas shaped by an 
ingrained acceptance of the duality of body and 
mind in our culture. There can be no progress 
in our understanding of the placebo effect 
without an absolute break with this ideology. 

The current solution has been to emphasize 
the unity of “embodied mind” or “mindful body” 
(Hahn and Kleinman 1983), to stress holism as 
the antithesis of duality. Unity is, however, 
NOT the obverse of duality. A whole can very 
often philosophically, mathematically, physio- 
logically and behaviorally be split into its two 
binary opposites. The true alternatives are not 
unity and duality, but unity and plurality, 
monism and complexity.} 

Though digital choices and _ binary 
opposition are biologically fundamental to our 
nature they do not reflect the complexity of our 
makeup nor that of the world around us. 
Anatomy and physiology attest to the intricacy 
of the central nervous system, its hierarchical 
structure and the stepped subordination in its 
functions. This was already discerned by 
Aristotle who distinguished the vegetative from 
the sensitive and rational souls. A more 
modern ranked order is that of Freud, with the 
super-ego lording it over the ego and id. A 
strictly physiological plurality of consciousness 
has also been suggested (Zangwill 1974). A 
scheme which, likewise, recognizes several 
centres of neural control and “awareness” if not 
“consciousness” capable of expression and 
communication is probably justifiable though it, 
or any elaboration upon it, must remain largely 
hypothetical. It may, nonetheless, be both 


1This is developed elsewhere — in preparation. 
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interesting and instructive to examine such a 
scheme through its possible relation to the 
placebo effect or parallel phenomena. 

Should the manifestations of most psycho- 
somatic disorders (an awkward yet entrenched 
term which may remain if we divorce it from 
Cartesian duality), following this hypothesis, 
not be those of a frustrated “psyche” but the 
somatic symptoms of a sub-cerebral centre of 
consciousness, a number of difficulties, 
associated with their original, psychoanalytic 
characterization, completely evaporate. The 
mechanism of somatization through physiologi- 
cal action need not be differently viewed, but, 
since control is not vested in the cerebrum, the 
failure of psychoanalytic treatment of these 
disorders is only to be expected — for it is 
directed at the wrong target. 

The placebo effect, it may be further 
hypothesized, is due to communication between 
healer and supplicant-for-cure not so much at 
the conscious verbal plane at which both 
biomedicine and psychoanalytic therapy 
operate, but primarily at a much lower one. It 
may therefore represent direct contact with, and 
influence on, the “local consciousness” 
responsible for the somatic expression which 
constitutes the illness. Improvement may then 
result without the afflicted supplicant being 
aware why, often attributing his/her recovery to 
various medications, ceremonies or, more 
appropriately, the power of the healer. 

Such a theory is not as far fetched as it 
appears at first sight. Hypnotists are able to 
initiate various physiological reactions in 
hypnotized subjects. They are able to annul 
different psychosomatic symptoms, like 
hysterical paralyses, which, referring to what 
has just been said, are probably due to action at a 
“local centre of consciousness.” Communicat- 
ing thus with a local consciousness they are 
capable of producing placebo-like effects and 
much more, for hypnosis can be utilized in the 
treatment of many disorders. 

The ability of Eastern practitioners of 
meditation to control their own autonomic 
neural functions suggests they are able to 
communicate with, if we follow the lines of the 
theory here examined, their own lower-level 


centres of consciousness. While this power is 
generally viewed as that of “mind over matter,” 
it is, in fact, the opposite. “Mental” concen- 
tration, in which all extraneous thoughts are 
blocked off, leads to the obliteration of cerebral 
control. It is actually a genre of self hypnosis. 

Similar powers are, thanks to modern 
technology, available in the West. Using 
biofeedback, patients can now modify some 
actions of their autonomic nervous system, 
especially arterial muscle tone. They can lower 
blood pressure, control their heart rate, keep 
hands warm and avoid migraine attacks, even 
control epilepsy and assist in the rehabilitation 
of hemiplegia. There is no proof that placebos 
act in a similar manner, yet, some of their 
effects are undoubtedly due to a modification of 
arterial tone and other autonomic neural 
functions. 

Biofeedback is accepted as a legitimate, if 
tedious, therapeutic technique, and while 
hypnosis has one foot in the door placebos are 
rejected and condemned. Whatever the 
hypnotist does, he is verbal, and this plus some 
questionable, openly “dualistic,” explanations, 
allows him a measure of acceptance. Placebo 
effects are not understood. They appear 
enigmatic, for, as Sherlock Holmes explains to 
Dr. Watson when discussing his often 
“uncanny” conclusions, we are faced with them 
without being aware of the intermediate steps of 
the process by which they have been formed. 

While we are conscious of “build-up” and 
overt attempts at influence we do not really 
know how a healer communicates with centres 
of consciousness below the cerebral-verbal 
level. The cerebrum cannot, a priori, be aware 
of such communication and indeed, as with 
hypnosis, communication is probably easiest 
when its hold and control over these centres is 
impaired. It is obvious that the healer utilizes a 
rich gamut of nonverbal communication, from 
the most complex, artistic, forms of expression, 
like music, to some of the most basic, like touch. 
The manner in which it is used and the 
comparative importance of one form or another 
is not clear. Probably, like all nonverbal 
communication, it is a complex conglomerate of 
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stimuli in which the value of different factors 
are both variable and unstable. 

Russell Willier was introduced to me, as he 
had been previously to the participants in the 
psoriasis project, as an Amerindian medicine- 
man of some repute whose work was being 
taken seriously by a professor and his helpers at 
the University of Alberta. This is more of a 
buildup than I have ever had as a doctor. I need 
not enlarge on Russell’s obvious natural 
qualities, his presence, or his genuine and 
sincere manner. He is a man you would 
instinctively trust. Russell Willier did not 
utilize the exotic paraphernalia of a traditional 
medicine-man; their storybook artificiality, in 
the eyes of a general Canadian as opposed to 
indigenous audience, would have probably 
detracted from his open manner. Later he used 
some traditional props, but this did not disturb 
matters, and he would have probably felt 
“naked” and awkward without them. The lack 
of elaborate decor and histrionics, so often 
associated with both traditional and Western 
placebo therapy, was however more than 
compensated for by the image of the man. 

Each healer, each doctor, arranges his own 
show, has his own spiel. Russell Willier 
prepared his herbal medicine from his own 
secret ingredients and let all drink of it. Later 
each patient was provided with a supply of 
medicine as a reminder of the healing session. 

The sweatlodge was specially constructed in 
the traditional manner, though again it was 
modernized: tarpaulins did duty for the old 
buffalo hides and furs. Stones were heated in an 
open fire in front of the lodge ready for placing 
in its middle. I had read about these ceremonies 
but had never taken part in one. The experience 
was much more than I had expected. It was 
almost a revelation, perhaps not in the way it 
was intended to be, but a revelation nonetheless, 
for it explained much about indigenous healing 
and more about the nature of the placebo effect. 

Sitting together, naked but for our shorts, 
squeezed around the periphery of the lodge in the 
heavy hot darkness, Russell poured the 
medicated water on the hot stones. The steam 
rose, choking us momentarily, raising the heat 
as more water was poured and more and more 


steam hissed, sizzled and sprang up towards us 
to envelop us in heat and sweat. Russell started 
chanting, marking time, more water, more 
steam, more heat. He spoke. Articulate, facile 
and fluent he combined indigenous healing 
tradition with dominant Canadian, North 
American concepts, careful not to contradict the 
latter yet never diminishing the former. More 
steam, more heat, till, with increasing panting I 
became conscious of the pulsation of the arteries 
in my temples. The cadence of the voice 
changed into a chant while steam kept on 
increasing in the darkness all around. 

The procedure eliminated cognitive 
cerebral control. I had been deprived of my 
higher senses by shutting out the world and its 
light, by limiting freedom of the hands, by 
making me sit cramped in the same position. 
Attention was directed towards lower, auto- 
nomic-neural system centres through the heat, 
panting breath and sweat. A short talk 
addressed to the higher centres assured 
cooperation. Later cerebral control was 
swallowed afresh in the rhythmic indigenous 
chant. 

All lower centres were open and eager to 
accept the reassurance of health promised by the 
healer. It was delivered with conviction and 
force for the sweatlodge has provided the 
medicine-man with a powerful channel of 
communication with all nonverbal levels of 
consciousness. It allowed him to use the placebo 
effect to its utmost limits. 
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Healing Properties of the Sweatlodge Ceremony 


Lise Swartz 


Opinions differ widely regarding the 
effectiveness of non-Western medical therapies 
(Foster and Anderson 1978:123-141). When the 
traditional healer’s treatment is successful, this 
is more often attributed to psychological factors 
involving faith, suggestion, and/or imagery, 
rather than to any medicinal properties of herbs 
that may be effective in treating specific 
diseases (Achterberg 1985; Moerman 1979). The 
therapeutic value of indigenous pharmaco- 
poeias is a point of controversy. That the dispute 
continues can be demonstrated by the 
evaluation of Mr. Willier’s treatment of 
psoriasis documented in this volume. On one 
hand, Ayer and Browne (this volume) suggest 
that plants have been shown to have definite 
curative effects in the treatment of specific 
diseases and that the chemical analysis of one 
herb used by Mr. Willier shows antibacterial 
activity. Wilbush, on the other hand (also in 
this volume), stresses that “whatever the 
therapeutic effects of medications, the improve- 
ment in the dermatological lesions owes, I 
believe, as much or more to the placebo effects of 
the procedures, indeed to the whole context, of 
this project.” 

The aim of this article is twofold: first, to 
discuss the possible pharmacological and 
physiological implications of the sweatlodge 
ceremony and, second, to suggest a tentative 
explanation for the healing process in Willier’s 
therapy for psoriasis. 


The Sweatlodge Ceremony 


In preparation for the “sweat” (as Willier 
calls it) described in this volume (Young et al.), 
the patients were requested to fast on the day of 
the sweat, not to consume alcohol the day before, 
and not to wear any jewellery during the sweat. 
Male patients were encouraged to wear bathing 
trunks, and female patients comfortable cotton 
gowns. When the participants had been seated 


along the inner perimeter of the lodge, hot rocks 
were passed inside and placed in the pit. The 
lodge was closed with heavy tarps and the 
ceremony began. Willier sang sacred songs, 
rhythmically beat his rattle, talked 
encouragingly to the patients about their 
improvement, and prayed to the Great Spirit. 
Herbally medicated water was periodically 
sprinkled onto the red-hot rocks, creating an 
intensely hot steam. This medicated water, 
which had been simmering for a brief period 
prior to the ceremony, contained eight different 
herbs some of which were also used in the herbal 
solution that patients were instructed to apply 
topically to their lesions after the sweat. 
Following several songs and prayers, the 
entrance was opened to allow cooling air to 
enter. This constituted the first round. Usually, 
each sweatbath lasted four rounds. 
In Willier’s words: 


We're trying to get the patients to really 
sweat it out so that their skin pores will 
open up and then we can apply the 
solution. When they are really 
sweating, I'll be putting the herbal water 
onto the rocks and the steam will go onto 
them, plus we'll apply the solution to 
finish. What we’re trying to do is to 
make the body trigger so that it will fight 
for itself. 


The Placebo Hypothesis 


The placebo hypothesis proposes that the 
administration of inert substances can affect 
bio-chemical changes mediated by the patient’s 
belief in the efficacy of the substance. The 
placebo effect can be induced by either ingestion 
of inert substances or through faith, belief and 
suggestion generated by the healer. Certainly 
one cannot discount the placebo effect in a 
sweatlodge ceremony. Willier is very aware of 
the impact of psychological variables upon 


patients. Throughout the ceremony he 
emphasized that faith in the powers of the Great 
Spirit and belief in the power of the herbs were of 
the utmost importance in the healing process. 
Ness and Wintrob (1981) suggest that when the 
healer calls upon supernatural forces, the 
patients may come to believe that they are 
worthy of this ultimate form of help. 

Willier, moreover, tells the patients that, 
contrary to Western medical prognosis which 
generally considers psoriasis incurable 
(Farber et al 1977; Fry 1984), he can cure their 
disease and has done so in the past. 
Demonstrating his familiarity and expertise 
with their disease is in itself therapeutic. 
Referred to as the “Rumpelstiltskin Principle,” 
one tenet of the placebo hypothesis is that if the 
problem can be understood, or named, then 
implicitly it can be cured (Torrey 1972). 

In the sweatlodge, Willier repeatedly 
emphasized that there was significant improve- 
ment in the condition of the patients as a result 
of his treatment. Young et al. (this volume) 
suggest that both patient and healer enter 
dissociative states in the sweatlodge ceremony 
and that this frame of mind may make the 
patient more susceptible to suggestions provided 
by the healer. 

These variables — convincing the patient of 
the healer’s expertise, claiming that he has 
successfully treated psoriasis in the past, and 
emphasizing their improvement as a result of 
treatment — conceivably mediate biochemical 
change. A hopeful prognosis may alleviate 
stress and anxiety to make the patient feel 
stronger and more energetic, factors believed to 
be associated with the healing process. With the 
requisite faith instilled in the patient, together 
with regular application of the herbal solution 
and drinking of the herbal tea, the patient’s body 
may eventually “trigger” and take over the 
healing process, resulting in total recovery. 


Altered State of Consciousness in the 
Sweatlodge 


While placebos may have a mediating effect 
on the biochemistry of the body, these changes 
have not been carefully studied. Perhaps, rather 
than stressing a placebo effect it may be more 
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useful to concentrate on chemical changes 
produced by the altered state of consciousness 
that the sweat induces. It may be that the release 
of endorphins during the sweatlodge ceremony 
triggers the body to take over its own healing 
properties. Recent research indicates that 
recovery of disease involving the immune 
system can be related to endorphin release. 


Quite recently, evidence has been 
published that provides a potential link 
between positive mental processes and 
the acceleration of the immune system. 
Several investigators have now shown 
that the opiate-like chemicals found 
naturally in the human body, the 
endorphins and enkephalins, may have 
still another function in addition to 
producing euphoria and reducing pain: 
the enhancement of the immune system. 
In a series of studies, the beta-endor- 
phins increased the T-cells’ ability to 
proliferate and enkephalins were shown 
to invigorate the attack of T-cells 
against cancer cells. [Achterberg 
1985:1 75] 


According to Achterberg, altered states of 
consciousness are induced in various ways: 
fasting, sleep deprivation, dream deprivation, 
temperature extremes, hyper- or hypoventil- 
ation, sustained physical activity and 
psychoactive substances. In the altered state 
there is a release of endorphins which may 
assist the immune system in fighting disease. 
The sweatlodge ceremony includes two of these 
conditions for inducing an altered state: 
fasting and extreme heat. 

However, the release of endorphins due to 
fasting and extreme temperature should not be 
confused with any bio-chemical changes 
occurring as a result of the placebo effect. 
Prince (1982) argues that there is a distinction 
in regard to endogenously generated anal- 
gesia. There are, he says, “at least two distinct 
mechanisms that could be implicated ... a purely 
psychogenic mechanism that we might call 
‘faith’ analgesia associated with hypnosis and 
possibly the placebo effect, and an endorphin- 
mediated analgesia of the acupuncture type 
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which might be implicated in some drum-and- 
dance-type phenomena” (1982:411). 

I wish to propose that there is a difference 
between the so-called placebo effect induced 
either by ingestion of inert substances or 
produced by faith, suggestion or imagery and 
the effect of being in an altered state of 
consciousness induced by such factors as 
fasting, extreme heat and rhythmic sounds 
which may release endorphins to activate the 
immune system. Research has demonstrated 
that if one cries because of emotional stress as 
opposed to artificial stimulation of crying (tear 
gas, onion vapours, air pollutants) there is a 
striking difference in the amount of albumin 
present in the various chemical components of 
tears (Brunish 1957). Similar differences may 
be found in bio-chemical changes produced by 
placebo versus endorphin release. 

While recognizing that it is impossible to 
exclude psychological components from any 
treatment, it is not necessary to attribute the 
major effects of Willier’s therapy solely to the 
placebo effect. 


Direct Effects of the Sweatlodge 
Physiotherapeutic Effects 


Few researchers have empirically analyzed 
the therapeutic effects of the sweatlodge 
ceremony. Wyman and Bailey (1944:329-337) 
in their research on Navaho ceremonies, note 
that fumigant-boiling (a variant of the sweat) 
which “embodied some physiotherapeutic items” 
was occasionally used as “emergency treat- 
ment for some organic condition.” Adair et al. 
(1969), again with respect to Navaho medical 
practices, suggest that “there is good evidence 
that the sweat bath sedative and the body 
massage that is used in some ceremonies may 
act as beneficial physiotherapy.” Unfortunately 
these authors are not specific about the 
“physiotherapeutic benefits.” Achterberg (1985: 
33-34) maintains that the heat factor of the sweat 
is curative: 


From a physical standpoint, there is a 
biochemical component of high body 
temperatures during fevers that reflects 
the natural reaction to toxins, and is 


correlated to the immune system in 
action. The artificially induced high 
temperatures of the sauna may mimic or 
induce this activity (as does sustained 
aerobic exercise). Furthermore, the 
sweat or sauna may act as a steriliz-. 
ation procedure, killing bacteria, 
viruses and other organisms that thrive 
at body temperature, but are susceptible 
to heat ... The heat itself can help create 
an altered state of consciousness and 
promote the intense concentration 
necessary for healing. 


Pharmacological Properties 


Some authors argue that herbal remedies 
have objective medicinal value and can be 
effective in treating organic diseases (Ayer and 
Browne this volume; Farnsworth 1984; Holm- 
stedt and Bruhn 1983; Nearing 1985) while 
others, more skeptical, conclude that excessive 
claims are made for indigenous pharmaco- 
poeias (Foster and Anderson 1978; Loudon 
1976). 

The three different herbal medicines 
Willier used to treat psoriasis are: an herbal 
tea, an herbal solution applied topically to the 
lesions, and herbally-medicated water 
sprinkled on hot rocks during the sweatlodge 
ceremony. Preliminary analysis of the herb 
miyostik indicates that it possesses antibacterial 
activity (Ayer and Brown, this volume). 

As discussed in Young et al. (this volume) 
the hot steam inside the sweatlodge may release 
a salicylic acid derivative from the willow 
branches. Salicylic acid derived from willow 
bark was first recorded as being used in 1763 in 
the cure of “agues” and subsequently, in 1874, to 
treat rheumatic fever (Collier 1968). Salicylic 
acid (and its derivatives) is today used 
medically as an antiseptic, keratolytic, anti- 
rheumatic, antipyretic and antineuralgic. As 
an antipyretic and vasodilator, it acts to 
increase sweating and the flow of blood to the 
skin; as a keratolytic it aids in removing warts 
and scales; and, as an antiseptic it is used in the 
treatment of skin diseases. Heat increases the 
solubility and vaporization of salicylic acid. 
Therefore, in addition to the herbally- 
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medicated steam “going on” to the patient’s 
lesions, there may be a sufficient amount of 
salicylic acid present to enhance the healing 
process. Salicylic acid applied topically to 
psoriatic lesions has proven to be successful in 
climatotherapy (Avrach 1977). 


Hypothesis of Drug and Light Therapy 


Willier states that his great grandfather, 
Moostoos, was successful in treating psoriasis 
using the same treatment procedure that 
Willier uses today. Is there a possibility that 
contemporary, modern medicine has only 
recently discovered what Native medicine has 
been practicing for over a century? 

For example, it may be possible that 
Willier’s treatment of psoriasis is similar in 
principle to PUVA therapy, a relatively new 
drug and light photochemotherapy. PUVA is a 
term which describes the use of psoralens (P) 
and subsequent exposure to longwave ultra- 
violet light (UVA) to treat psoriasis. Essentially 
the patient ingests a dose of psoralen, waits a 
brief period until the drug is absorbed by the 
blood plasma and then stands in a chamber 
where artificially-produced ultraviolet light is 
emitted. The light activates the drug, which in 
turn halts the abnormal proliferation of skin 
cells. “The drug alone or the light alone has no 
measurable biologic effect; it is only when the 
two are used together that cell metabolism is 
altered” (Parrish et al. 1977:272). 

PUVA therapy is highly effective in the 
treatment of psoriasis and “83% of patients have 
been kept in remission over periods of up to 700 
days” (Wolff et al. 1977:302). However, PUVA 
does not cure psoriasis, and recurrences can be 
expected. After clearing, patients continue to 
receive maintenance treatment. 

Psoralens are found in perennial herbs and 
occur naturally in more than two dozen plant 
sources. According to Moss’s “Flora of Alberta,” 
(1983) there are three species of Psoralea 
indigenous to Alberta: P. argophylla (Silver- 
leaf), P. esculenta (Indian Breadroot), and P. 
lanceolata (Scurf Pea). It is possible that 
Willier’s herbal lotion contains one or more of 
these herbs. 


It is important to note that the photoactive 
chemicals, psoralens, “are administered 
systemically or applied topically and subse- 
quently activated by specific wavelengths of 
light” (Pathak et al. 1977:262). Moreover, UV 
rays penetrate moist skin to a greater depth than 
dry skin: 


At the seaside when the weather is 
warm, the good healing effect of UV rays 
is caused by the radiation on wet skin. 
The high temperature of the air 
increases the hyperemia and sweating 
of the skin, and this in turn increases 
the effect of the UV rays. At the seaside 
when the water is cold, the healing effect 
is poor since the patients get the 
radiation on dry skin (1977:262). 


How does Willier’s therapy compare to 
PUVA treatment for psoriasis? First, it involves 
drinking the herbal tea plus applying the herbal 
solution topically to lesions. Willier encour- 
aged patients to spend as much time as possible 
outside in nature which he says hastens the 
healing process. Since most of the patients held 
regular jobs it may not have been possible for 
them to expose their lesions to the sun 
immediately after applying the solution to their 
lesions. The three sweatlodge ceremonies did, 
of course, produce wetting of the skin, although 
not in the presence of sunlight. 

Although some patients definitely improved 
(Morse et al. n.d.), the results of Willier’s 
treatment were not as dramatic as he had 
expected. There is some indication, however, 
that Willier’s treatment of psoriasis may be 
more efficacious when he has greater control 
over the conditions under which patients are 
treated than was possible during the 
investigation reported upon in this book. In the 
summer of 1986, Willier treated a young East- 
Indian girl, severely afflicted with psoriasis 
(see Young et al. in this volume). Treatment 
was intensive and conducted over three 
consecutive days in Willier’s home. Shortly 
after this treatment, her old skin virtually 
peeled away and was replaced with a layer of 
new, healthy skin. A few small lesions 
reappeared and were treated a second time. The 
dramatic results of this therapy do not appear to 
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be merely an instance of temporary remission, 
since she has been clear of lesions for more than 
a year. 

I wish to suggest that the successful 
treatment of this girl may have ben due to a 
combination of drug and light therapy, similar 
to the effects of PUVA treatment. There is first 
the possibility that the herbal solution 
intensively applied to her lesions contained 
psoralen. Second, she was out in the sunshine 
during this period, playing with Willier’s 
children, and possibly, perspiring. 

There may be similarities between PUVA 
therapy and Willier’s treatment for psoriasis 
but there are also important differences. 
Patients treated with PUVA therapy are not 
cured but require continuous treatment as their 
improved condition inevitably deteriorates. 
Willier, however, claims that his treatment 
cures psoriasis and that the symptoms will not 
return once the body has “triggered” and taken 
over the healing process. Ongoing documen- 
tation of patients treated by Willier may help to 
confirm or disconfirm this claim. 

Although the above suggestions are only 
tentative explanations for the healing process, 
they warrant further investigation. It is at 
present impossible to sort out all of the variables 
that may be implicated in effecting a cure and it 
is equally difficult to identify one component, 
such as the placebo effect, as being more critical 
than others. 

It is extremely important to continue to 
document Willier’s treatment of both Native 
and non-Native psoriatic patients on the 
reserve. The findings of such research, if 
proven effective, may shed light on both the 
etiology and treatment of psoriasis which is 
currently considered incurable by Western 
dermatologists. Such research would also add to 
the dearth of literature pertaining to the 
systematic documentation of specific clinical 
treatments by Native healers and the 
therapeutic value of indigenous pharmaco- 
poeias. 
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BRINGING ABOUT CHANGE TO HEALTH CARE 


IN THE NORTH 


Health care in the North has been a story of 
both successes and failures. Many of the early 
efforts to provide modern health care to 
indigenous groups in the North may have been 
motivated by altruism but they were frequently 
seriously flawed by a lack of understanding of 
Native values and social structures; or worse, 
by an ethnocentric, colonial mentality. The 
problem was later compounded by the develop- 
ment of a paternalistic, and often insensitive, 
government bureaucracy and deteriorating 
health conditions due to inroads by development 
projects and lifestyles from the South. 

How can these problems be rectified and 
health care to northern communities be 
improved? Is it better for governments to 
encourage the integration of present orthodox 
health care delivery methods and indigenous 
systems, or is it better to turn the responsibility 
over to local groups, with the knowledge that 
many aspects of the present orthodox system 
may be dismantled in some communities? 
There are no easy answers; but some tentative 
solutions have to be found because, good or bad, 
health care in the Canadian North is in the 
process of decentralization. Prepared or not, 
local groups have to construct working models 
of what they wish to achieve and how they wish 
local health care to be organized. There will be 
many legal, economic, and social issues to 
solve in the transition period. Health care in 
some communities will improve, while in other 
communities it will worsen. Some local leaders 
will line their own pockets, while other 
communities will develop the leadership skills 
essential to make decentralization work. 

The following section is introduced by an 
article which provides a historical context for 
the present situation. Following papers explore 
different models for bringing about change and 
the problems which have to be solved. 
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Northern Medicine in Transition 


Nancy Gibson 


The present medical system in the North 
isn’t working; there is overwhelming evidence 
of a need for change, and there are many 
suggestions, theories, plans and dreams of what 
form it may take in the future. The new system 
may ultimately be an adaptation of the past 
southern, centrally-controlled, university 
oriented system. Alternatively, it may be a 
radically different, community-defined and 
directed service which is part of the shift to self 
government for Native people, involving social 
changes which will have to be reflected in the 
Canadian constitution. 

The many potential patterns for change can 
only be examined against the backdrop of the 
past few decades of the history of the imposed 
medical care system. Part I of this article will 
look backwards, providing a context enriched 
by observations from interviews with three 
people whose personal and professional 
knowledge of the past medical system to date is 
extensive and instructive. They are Sister 
Rosalie Cherlet of the Sisters of Charity, a Grey 
Nun, who served for twenty years as a nurse in 
Aklavik and Fort Chipewyan; Dr. Otto 
Schaefer, who served as front line physician in 
the 1950s and 60s in the Canadian Arctic and 
subarctic and later as internist and in charge of 
Northern Medical Research at the Charles 
Camsell hospital in Edmonton; and Miss Elva 
Taylor, who was Director of Nursing at the 
Charles Camsell Hospital for twenty-three 
years. The author is especially grateful to these 
people for their advice and assistance during 
the research stage of this article. 

Part II lays the groundwork for the proposals 
for change to the northern health care delivery 
system which are described in the other four 
papers in this section. 


Part I: A Past That Cannot Be Changed 


Until fairly recently the northern health 
care system was administered by the federal 
government through a sequence of departments. 


Dr. Schaefer: When I joined the 
Medical Service it was towards the end 
of ’52. The health care in the North was 
completely dominated by the terrible 
epidemic — and we can call it an 
epidemic — of tuberculosis. There had 
been a number of epidemics which 
spread from the Indians further North to 
— at that time we called them Eskimos 
— now we call them Inuit, which is their 
true name. These people suffered 
mainly from infectious diseases. 
Measles and smallpox, which had 
decimated the Indians, then came North 
and took their toll there. We do know 
that the Inuit of the MacKenzie Delta 
area were practically wiped out, with the 
exception of a few families which trace 
their ancestry to the original Inuit of the 
Mackenzie Delta. They were later 
replaced by successive waves of Inuit 
coming from the north coast of Alaska. 
Even nowadays when you ask them 
what kind of dialects they speak, they 
call themselves Nunataqmiut. This is 
the same as the Inuit from the south of 
Point Barrow who also call themselves 
by that name. 


Serving in the Canadian North as a nurse 
or doctor has had an air of excitement about it 
for the past four decades — this is perhaps the 
last vestige of the frontier spirit. Over the years 
many dedicated individuals have travelled 
North to work for the betterment of the health of 
northern Native people. 
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Sister Cherlet: They said if you want to 
go North you ask Mother General while 
you are at Montreal. We were there to 
make our last vows. So I said that I 
thought I would like to go North, but 
Mother General didn’t give me any 
hope. At St. Boniface Hospital in 
Winnipeg I was working at our home 
for the chronically sick and aged. I 
thought, Oh gee, I don’t need to go up 
North, there is a lot of good we can do 
right here. So just as soon as I resigned 
myself to stay in Winnipeg, they asked 
me to go up North! 


There were many factors which attracted 


outsiders to the North: the sense of adventure of 


going off to places about which little was known; 
the challenge of what, to a non-northern person, 
is a forbidding climate; the desire of idealists to 
help those in need; the feeling of obligation of a 


dominant group to care for a dependent group — 


possibly a carry-over from colonialism and the 
idea of “the white man’s burden;” the 
intellectual challenge of practicing medicine 
in an unsupervised setting dependent entirely 
upon one’s own resources; and in many cases a 
financial incentive. In the early days, the late 
1940s, 1950s and 60s, these newcomers to the 
North were a small group, and they often either 


knew each other personally, or had heard of 


each other. 


Dr. Schaefer: The smaller the place, the 
better the cooperation. In a place like 
Pangnirtung there were three to four 
white outfits and families. There was 
the doctor’s family, the policeman with 
his wife, and there was the Hudson’s 
Bay Company trader, and there was the 
Anglican missionary. However, in 
addition to those there were single 
nurses. They had to collaborate or life 
would have been hell. It could become 
hell, and I know some stories and 
examples of that too, but in general the 
collaboration was very, very close. 
One of these people usually served a dual 
role as government administrator, who was 
responsible for the dispersal of funds to Native 


people, and who had various other responsibili- 
ties. 

The transportation system was unreliable at 
best, as long distance travel depended on small 
aircraft. There were no radar systems then, 
and few permanent landing strips. The pilot 
was dependent upon visual control; thus there 
could be no flying during the darkest months. 
Communications systems were equally 
unreliable — ham radio operators in various 
centres transmitted important medical advice 
during crisis situations. Messages were also 
carried back and forth informally by pilots and 
ship captains, and others who visited the North 
on business from time to time. No reliable 
contact, however, could be maintained with 
Ottawa, or between tuberculosis patients isolated 
in southern hospitals and their families. In 
later years CBC could reach some communities, 
and the radio message service became an 
important part of northern life. 

The medical knowledge base required in 
the early days was very general — a nurse or 
doctor had to be able to do a little bit of 
everything, including treating conditions for 
which their medical training had not 
specifically prepared them, such as injuries 
sustained by a mauling from a grizzly bear. 


Dr. Schaefer: For example, when a 
patient needed a blood transfusion, at 
that time there was no transportation 
from the Red Cross in Edmonton. I had 
to do my own determination of blood 
groups, cross-matching, and then direct 
transfusion from one arm to the other. 
That was the only way. We had 
volunteers — there was tremendous 
Service there. 


Certainly there were no specialists to advise 
on various aspects of surgical or medical 
problems. It was on-the-spot service, and an 
ample dose of common sense was often most 
useful. The normal responsibility accorded 
nurses was expanded to include tasks which in 
southern hospitals were reserved only for 
doctors, tasks such as performing minor 
surgery, and delivering babies. 

Hospitals were located only in a few larger 
communities, but they served a large hinter- 
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land. They were run by Anglican or Catholic 
missionaries. They provided better equipped 
facilities for the more complicated diseases, 
and for some years served as centralized 
institutions for the isolation of many hundreds 
of tuberculosis patients. Communication 
between the tubercular patients and their 
families was a serious problem because of the 
length of hospitalization in the early days, when 
the cure required up to 2 1/2 years away from 
home. 


Miss Taylor: Some of the patients had 
very little contact with their families in 
those days. There was a winter survival 
school, headed by the Royal Canadian 
Air Force at Cambridge Bay in Victoria 
Island and in the winter it wasn’t too 
difficult to get communications back 
and forth via the Air Force to, say, the 
RCMP, the priest, the Hudson Bay 
Company trader posted at a place like 
Cambridge Bay. The RCMP, Catholic 
missionaries and the Anglican 
missionaries were terrific about trying 
to get messages to families with the 
radio communications available 
through the Department of Transport 
centres. We worked out a system with 
CBC radio on one of their messenger 
programs. We would tape the messages 
at the hospital with the patients speaking 
to their relatives in their own language. 
The doctor would also give a medical 
report in English, which could be 
translated at the reception point. The 
CBC would broadcast these messages, 
and then RCMP or others with receiving 
sets would be notified in advance and 
they would get the local people to come 
and listen to the broadcast. As far as 
written communications were concern- 
ed, not many of the people were able to 
write. If people did come in from the 
surrounding areas they would take 
messages home. Later on the x-ray 
personnel going out on the surveys 
would take messages too. 


From the southern perspective, there were 
really only two communities in those days, the 


small enclave of transplanted southern people 
and the Native community. Native people, of 
course, defined their own communities much 
more broadly and specifically, based on 
hunting or fishing range, kinship networks, 
and other factors. There were only a few bonds 
joining these two separate and distinct 
communities. One was the trading post, another 
was the police officer, a third was the 
missionary, and the fourth was the medical 
officer. Tuberculosis (T.B.), was the cause of 
one of the most important links between the 
southern and northern cultures, and one of the 
strongest factors in transporting southern 
knowledge and skills North. The long term 
exposure to southern culture inherent in 
isolation hospitals often weakened or replaced 
the pre-existing northern cultural knowledge, 
and was to become a key factor in creating the 
ultimate dependence of Native people upon the 
southern medical model. 


Dr. Schaefer: First measles came in 
big waves, and various influenza 
epidemics, but what came after and 
stayed longer and overwhelmingly was 
the “white man’s death,” that was 
tuberculosis. To give you an idea of the 
magnitude of that, we had two mission 
hospitals in the old Aklavik. Before 
Inuvik was built, Aklavik was the main 
center of the western Arctic, and I was 
stationed there for 2 years. There was an 
Anglican hospital with roughly 110 beds, 
and there was a Roman Catholic 
hospital operated by the Grey Nuns, with 
between 50 and 60 beds, depending on the 
pressure. You know, there were some 
extra beds put up in hallways. Between 
85 and 90% of those beds, when I came, 
were occupied by tuberculosis patients. 
By the time I left, perhaps a few percent 
less, because we were then dealing with 
more acute problems including 
accidents, because of the building boom. 
So it was a tremendous load. For the 
statistics, up till the early 50s, certainly 
in the late 40s, roughly 1% of the Native 
population per year died of tuberculosis. 
That was the mortality rate — unbeliev- 


able! Now, for the last ten years, nobody 
of the Indians and Inuit has died of 
tuberculosis — nobody has died in the 
Northwest Territories, in the last ten 
years, of tuberculosis. 


Miss Taylor: We used to hear of some 
of the difficulties. They'd go back home 
and they weren’t able to speak their 
language. They had become accustomed 
to our food and to a bed of their own, 
having radios, having the tender loving 
care of the staff. Especially children had 
problems adjusting from that, because 
they were great little patients. The same 
as they had been when they were sent 
away to school and came back hopefully 
to their homes again. 


There were problems sometimes with 
children going home because of the 
distances from the landing site to where 
their parents were living, or maybe 
something had happened at home, or 
maybe the parents and children had 
been in the hospital with T. B. and the 
mother had passed away. Then it was a 
case of trying to find an adoptive home. I 
honestly don’t know of a child that was 
lost in a shuffle. There would be some 
way of tracing a person through 
relatives. 


For many years, after early contact with 
Europeans, T.B. became the dominant disease 
in the North. The disease is usually focussed in 
the lungs, and is transmitted through the 
respiratory system by coughing or sneezing, or 
sharing eating implements, and thus trans- 
ferring bacteria-laden moisture particles to 
another person. The tubercle bacillus can attack 
many other parts of the body, and often did, 
causing T.B. of bones, kidneys, meningitis 
and a variety of other conditions. Diagnosis in 
the North was naturally limited to clinical 
observation, skin testing, sputum and x-ray 
examinations in local hospitals. Treatment 
consisted of long-term rest in bed, often two 
years or more. In some cases surgical excision 
or surgical collapse of the infected part of the 
lung was undertaken in southern hospitals. 
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By 1950 teams of southern personnel were 
travelling to the northern settlements with x- 
ray equipment, in a systematic attempt to find 
all the potential sources of new infections. 


Miss Taylor: They would x-ray at 
treaty time for Alberta because this was 
the time that you would get the greatest 
number of Indian people together, when 
they came for their treaty money. Then 
the x-ray films would be brought back to 
the hospital and developed and read. 
Then the nurses nearest the place where 
the person with T.B. lived would be 
notified which people should come into © 
hospital. Now, as much as was possible, 
this was a voluntary thing. The nurse 
or the Indian agent would try to persuade 
them to come in for their treatment. 
Having any kind of an order to have 
anyone brought to hospital was a last 
resort, because that isn’t the way to get 
cooperation. It wasn’t so difficult from 
central Alberta southward to locate 
people who had to be advised to come into 
hospital after their x-rays were read; 
Indian agents would arrange to get them 
in here. Now as you got further North, 
and into the Arctic area it was a great 
problem. It was only once, or maybe 
twice, that they went out and x-rayed, 
and brought the films back from the 
North for reading, and then sent out the 
information as to what people should be 
admitted to hospital, because by that time 
the Inuit people had moved on from 
wherever the survey party had set up to 
do their x-ray, and follow-up treatment 
was impossible. 


What they developed then was a system 
whereby one or two medical staff would 
take a portable dark room up North for 
developing and reading the films on- 
site. The team found it best to survey 
Inuit settlements at Easter time since 
this was a time when more people were 
gathered in the settlements. The people 
who had to come to hospital for treatment 
were kept right then and there and 
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brought in. In the late 1940s the RCMP 
had small planes, and would take the x- 
ray parties to other communities. The 
people with identified cases of T.B. 
would have to be flown by the RCMP to 
Cambridge Bay where the RCAF could 
fly them to Edmonton. 


A diagnosis of tuberculosis often meant that 
the individual must leave home for a lengthy 
stay at one of the hospitals in the larger northern 
communities, or worse still, at a hospital in 
southern Canada. The northern hospitals were 
run by either Anglican missionaries, or by the 
Roman Catholic Grey nuns until the mid 1960s, 
when they were taken over by the federal 
government. The southern hospitals were 
federally administrated. One of the federally 
administered hospitals in southern Canada, the 
Charles Camsell Indian Hospital in Edmonton, 
began admitting tuberculosis patients in 
December, 1945, to fill the need for hospital beds 
in which serious cases could be given more 
intensive medical treatment. It was originally 
housed in buildings which had been a Jesuit 
boys’ college, and later, during the war, an 
American Army staff residence. The capacity 
of the hospital at that time was approximately 
400 beds, and these were quickly filled with 
northern Native people suffering from 
tuberculosis. 


Miss Taylor: Well, at the very 
beginning, I would say a stay at the 
Camsell Hospital would be a minimum 
of a year and a half to two years. The 
focus was on getting the patient to the 
hospital as quickly as_ possible, 
especially the people who had the 
advanced disease; to get them out of the 
community to stop the spread of T.B. At 
that time the only drug that was 
available for tuberculosis (and that was 
really only used for T.B. meningitis in 
the beginning) was streptomycin. So the 
treatment in the early days consisted of 
good food and bed rest, and surgical 
procedures, pneumothorax and pneumo- 
peritoneum, plus thoracoplasties and rib 
resections, and so that’s why I say two 
years average. By 1949, when para- 


aminosalicylic acid (P.A.S.) and 1952, 
when isoniazid (INH) was developed, 
we could deal with the far advanced 
cases and started admitting people with 
moderate to minimal amounts of tuber- 
culosis, using more drug therapy. By 
1949 the required length of stay in 
hospital was gradually reduced. 


Once people had been transferred south, they 
simply had to adjust to the routines and 
exigencies of the cure, the hardest part of which 
was the long months of bed rest. 


Miss Taylor: The Charles Camsell 
Hospital was classified as a 400-bed 
hospital. When I first went to the Cam- 
sell the patient count was something 
around 300 or 350. In the early 1950s we 
had a peak of 540 patients. We were 
averaging around 515. When I left in 
1971 our average daily census would 
have been around 340. 


Patients in northern community hospitals 
were often tempted to respond to their loneliness 
for their families, and leave the hospital before 
their contagious period was over. 


Sister Cherlet: The T. B. patients in 
northern hospitals found it long, and 
they often just ran away. The RCMP 
would go out and pick them up and bring 
them back. 


There was a law at that time which ensured 
that individuals with contagious diseases which 
posed a threat to the community should be 
isolated. Once it became known among the 
members of the Native community that a visit to 
the x-ray unit might mean a long absence from 
home, people avoided the survey teams. Public 
education was carried out through translators to 
explain the necessity of isolation of the disease. 
The battle against tuberculosis was given a 
great momentum by the introduction of 
streptomycin, discovered in 1943. It wasn’t until 
its complementary effect with para-amino- 
salicylic acid and isoniazid was discovered in 
the early 1950s, however, that recovery rates 
were dramatically increased, reducing hospital 
stays and permitting follow-up care in the home 
community. 


For many years the tuberculosis epidemic 
had an important effect on the selection of 
priorities for northern health care delivery 
service. By placing medical staff in many 
communities, and conducting periodic 
screening in others, the Native people became 
more and more used to — and dependent upon — 
southern style, university medicine. The 
presence of the nurses and doctors in the North, 
the clinics and hospitals, and the transfer of 
Native peoples to southern facilities for long 
periods of time accomplished a high degree of 
acculturation. Northern Native people relied 
less upon shamans and medicine men and 
their own cultural knowledge of healing. 

Now much of the knowledge and skill of 
traditional healing has been lost because 
younger generations who were being educated 
in southern-style schools, which emphasized 
reading and writing, were no longer interested 
in learning an unwritten body of knowledge 
from their elders. Traditional healing 
knowledge, unlike southern university-style 
medical knowledge, is dependent upon oral 
transmission. Because it is not written down it 
cannot be transmitted if there is no one willing 
to learn in each successive generation. In the 
past the position of the Native healer has been 
one of honour, but now the position, where it still 
exists, must compete with the prestige and 
prevalence of southern university-style healing 
knowledge and its assumption that traditional 
knowledge is inferior. 


Dr. Schaefer: I believe the major factor 
was the technological progress, the 
communications. There was less and 
less dependence on Native food re- 
sources and a greater role of educational 
culture. One of the big stimuli, or the 
most important stimuli, in the first ten 
years of my life in the North was the 
building of the DEW Line, the Distant 
Early Warning Line, which was 
essentially American inspired and 
supported, but Canadian administrated. 
The federal government realized that 
something had to be done. The Inuit 
were not isolated any more. Airports 
were built all over the place, and 


suddenly they were rapidly exposed to 
any and everything from the South. A 
massive effort had to be made to educate 
them for it. So the school system was 
built up. The first thing that happened 
was that a big school was built at every 
trading post. The Inuit were encour- 
aged, and in some cases even forced, to 
send their children to school there. 
Residential homes were built nearby for 
the students. The result of this was that 
in practically no time the hunting 
camps were for all practical purposes 
dead, and everybody moved to the 
nearest trading post, where the big 
school was built. That brought problems. 
We have seen the same thing happen in 
Labrador in the little fishing places. To 
allow better facilities including school- 
ing, people are put into big settlements. 
That has some advantages, but it has 
some big problems; the more traditional 
the society had been, the greater the 
problems of sudden urbanization. 

We have seen all these problems. As 
a matter of fact, now by far our leading 
cause of disease and death is connected 
with alcohol abuse, there’s no question, 
40% roughly, plus all the trouble that we 
can indirectly attribute to alcohol abuse. 
While I was in Whitehorse twenty-five 
years ago, responsible for the treatment 
of Yukon Indians, and pushing for 
accreditation of the local hospital, I 
reviewed certain disease patterns. I 
found, for example, despite the fact that 
only a fifth of the population were 
Indian, at that time our pediatric ward 
was 70% occupied by Indian kids. But it 
was not just Indian kids from every- 
where. Those that came often and stayed 
longest were from a certain number of 
families, where one or both parents were 
known to be alcoholics. This type of 
indirect effect of disease is often 
completely overlooked. In addition, we 
know that accidents, violence, homi- 
cide, suicide, account for roughly 40% of 
the deaths for the North for over 20 years 
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in the Yukon Territory, and for some 15 
years in the NWT in Native society. If 
you add those indirectly, morbidity 
(disease), and mortality (death), then 
you come to a much higher percentage. 

Very few have died of tuberculosis 
for the last ten years or so, and very few 
die of infectious diseases, although 
infectious diseases are not yet complete- 
ly overcome. We have one of particular 
importance which has surfaced in the 
last few years, meningitis. Inuit 
children in the central and eastern 
Arctic and Arctic Quebec have roughly 
25 to 30 times the risk of other North 
American children to die or get sick 
with meningitis. The majority of those 
cases are caused by infamous haemo- 
philus influenza bacillus, which is very 
difficult to culture, and often resistant to 
our antibiotics. And it is not just the 
meningitis problem. We know that this 
is Just the tip of the iceberg. We do know 
that our increased infant mortality, 
particularly in Inuit children, is 
naturally due to respiratory tract 
diseases, diseases of the bronchi and 
lungs. The meningitis is only second- 
ary to that. An Alaskan study has shown 
that the relative risk of the Inuit 
compared to the whites is greater for 
invasive disease of the lungs. It is 
twelve times in Alaska, compared to 
meningitis, where the risk is only 4 1/2 
times greater. In the central Arctic the 
comparative risk of lung disease and 
meningitis caused by this bacillus are 
still higher. 


Schaefer’s observations have clearly 
illustrated the value of medical knowledge to be 
gained from the southern scientific approach to 
studying northern disease. Much has been 
learned by southern-trained specialists about 
the effects of southern-generated disease 
patterns which have altered the history of 
northern peoples — a past that cannot be 
changed, but has been, perhaps modified by the 
work of such people as Dr. Schaefer, Sister 
Cherlet and Elva Taylor. 


Part Ii: Changing the Future 


In the 1980s the small community of white 
patrons has expanded and become more 
specialized. There is still some overlap of 
responsibility between various levels of govern- 
ment which causes ambiguity of interpretation 
and retarding of bureaucratic processes for 
Native people. 


Dr. Schaefer: The federal government 
has a receding role in the North now, 
and this is rightly so. Much has been 
turned over to local authorities, first of 
all to the government of the NWT; that’s 
the first step. Already in the eastern 
Arctic, they used to call it Baffin region, 
Frobisher and hinterland, much 
responsibility has already been trans- 
ferred. Other areas such as the central 
arctic, Keewatin, are in the process of 
being transferred. It does not always 
necessarily mean, however, if you 
transfer something from one bureau- 
cratic system to the next bureaucratic 
system that the transfer of domination is 
complete. However in the NWT the 
government is heavily under the 
influence and scrutiny of their elected 
representatives. So they have a way to 
throw their weight around and influence 
decisions. I think we must go a step 
further yet and put health care control 
really on the local level. 


The character of problems facing health 
workers in the North has changed. Smallpox, 
measles and tuberculosis are not the scourge 
that they once were, although infectious diseases 
are still a greater health risk in the North. 
Mortality rates continue to be disproportionately 
high, as Weller and Manga (in this volume) 
observe. Problems related to the socio-economic 
conditions under which Native people now live 
have become the central issue. Substance abuse, 
depression and suicide are the current 
epidemics of the North. The university-based 
medical model of southern Canada, although 
transposed to the North, is ineffective in 
confronting these problems. A wide variety of 
programs have been tried by various agencies 


and levels of government, without impressive 
results. Weller and Manga list many of these. 

Training programs for Native people have 
been created for paramedical personnel at 
various levels, but usually far down the medical 
hierarchy of positions of responsibility. 
Southern experts frequently express the goal of 
integrating Native people into the university- 
based medical delivery system. The stumbling 
block is education — very few Native people 
complete high school relative to the general 
population; fewer still complete university, let 
alone medical school. Part of the fault lies with 
the education system, which has been until 
recently wholly southern/white directed, and 
inappropriate for Native students. Instead of 
preparing Native students for promising 
careers in the dominant society, the stated goal 
of the educators, the system has erased the 
history and confidence of the Native students, 
substituting a substandard curriculum, and 
sometimes substandard teachers. The para- 
medical nursing aids, community health 
assistants, and so on, who have been trained, 
remain second-class citizens in the world of 
southern-dominated health care delivery, 
although some are considered leaders within 
the Native community. Whatever the complex 
of reasons, the southern education system is not 
producing Native university-trained doctors; 
thus there are no Native doctors at the 
administrative level with the skills and 
confidence to control Native health delivery 
within the framework of the existing system. If 
the original intent, as was often stated, was 
assimilation, it has failed. It has, in fact been a 
double failure because the imported system did 
not take hold; and the traditional system has 
been lost. 


Dr. Schaefer: The middle and younger 
generation, certainly in the western 
Arctic, seem to have no knowledge of 
traditional medicine whatsoever, and 
even in the east and central Arctic 
where some older people will refer to it. I 
would say that very few people try to 
make use of it nowadays. I do know, 
however, a few examples of traditional 
Native medical practices which im- 


pressed me. Not only those who were 
known as medicine men or medicine 
women, or Angakoks as the Inuit would 
call them, had medical knowledge, but 
also the general camp people knew of 
useful practices. One example happened 
when I was in Aklavik in 1953. An 
Indian man had been wounded, but not 
killed, by a grizzly bear upstream from 
MacPherson. He was mauled by the 
grizzly bear so terribly that they asked 
for a plane. It had happened upstream 
from us, perhaps 30 or 50 miles upstream 
from MacPherson. There were two other 
Indians nearby who came to his help, 
shot the bear, and dressed the wounded 
man. He had both legs and both arms 
literally shredded, the skin, and partly 
the muscles. He had terrific blood loss. 
They stopped most of the bleeding then 
and there by applying spruce gum and 
torn shirts tied as dressings. They had 
transported him by boat to MacPherson, 
and we got him from there to the 
Anglican hospital in Aklavik; I worked 
for hours, first because the man was in 
shock. First I had to give him blood 
transfusions, then I started cleaning, 
opening up those temporary dressings, 
and cleaning off the shredded wounds 
with gum in them. This is a dreadful 
job, even under the best conditions; for 
us in our primitive northern mission 
hospital it was a terrible job. After doing 
that for over 6 hours, I had reached the 
limit beyond which it is inadvisable to 
do primary suturing of wounds. It was 
more than 24 hours since the man had 
been wounded. By that time I had done 
about half of his wounds in the “school 
medicine” way. I had to give up and left 
it at that. I was also running out of blood 
donors — the cleaning brings the 
bleeding on again. I had to make the 
decision to stop and leave the rest of the 
wounds dressed the Indian way on the 
emergency basis, knowing that I had 
done my job the best I could do. The end 
result was that the Indian way of doing it 
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ended up with less bad scarring than 
mine did. That was a lesson for me for 
the rest of my life. 


Native people in many communities are 
saying that they are anxious to take responsi- 
bility for their own health care system. They 
feel that the traditional cultural understanding 
thus supplied is an essential component of the 
solution of these social problems; that they 
cannot be solved by outsiders; and that the 
necessary knowledge base does not exist within 
the university medical curriculum. 

This problem has been addressed recently 
by many individuals, resulting in a refining of 
the basic questions. We can conclude from the 
foregoing that the present system isn’t working, 
that although there is clearly a_ broad 
epidemiological role to be played by southern- 
trained specialists, studying the patterns of 
occurrence, transmission and control of 
disease on a large scale, there is indeed a need 
for change in local-level health care delivery. 
This change may be an adaptation of the past 
southern, centrally-controlled, university- 
oriented system, or it may be a radically 
different, community-defined and directed 
service which is part of the shift to self 
government for Native people, involving 
structural social changes which will ultimately 
have to be reflected in the Canadian 
constitution. At this stage, questions are being 
raised to which there are as yet no definitive 
answers. The following papers in this section 
articulate some of the questions, and various 
approaches to solutions are examined. 

Weller and Manga argue for a regionally- 
planned health care system. Their example of a 
region is northwestern Ontario, an area of 
160,000 square miles. They are concerned about 
the current division and fragmentation of 
health care jurisdiction, and they have 
developed a series of eight sequential steps 
which lead to a regionally-centralized system, 
based on the university model, with a northern 
university located in the region at Thunder 
Bay. Services for the entire region would be 
funneled through this institution, and regional 
needs would be determined by university- 
trained experts. Native people would be 


involved in the eighth step, the stage at which the 
authors intend to develop a coordinated 
approach to modifying the present education 
system such that it will serve as a source of 
Native graduates. 

This regionally centralized approach is an 
extension of the current model, with significant 
modifications. It is designed to serve a single 
region from a central location, and the program 
is carefully laid out in a way that it may be 
adapted to other regions. This program would 
likely receive political support from both levels 
of government with relatively little difficulty 
because it is changing the system only slightly, 
in keeping with the policies of government to 
regionalize decision-making. The authors did, 
however, observe that the present move towards 
Native self government might prove an obstacle 
to their proposed program. 

In his paper Sarsfield defines the role of 
northern community in dramatically different 
terms than the southern Canadian urban 
medical model. The community defines itself, 
and must do so clearly; this is a prerequisite of 
local health care control. The corollary is an 
integrated, and thus effective health care 
program with appropriately prepared workers 
in each community. Sarsfield emphasizes that 
the pattern of health care as it has been imposed 
upon the North has been destructive in the past, 
creating dependency and_ reinforcing 
inequality. He emphasizes that health care 
cannot be approached separately from other 
issues in the North. According to this author, it 
is but one aspect of a complex of socio-politico- 
economic problems in northern communities, 
the ultimate solution of which implies 
fundamental structural change of Canadian 
society. In order to make changes in the North, 
the mandates governing both the North and the 
South must be changed; the results will cause 
little alteration to the day-to-day administra- 
tion of the South, but will have a dramatic 
impact on the administration of the North. 

Sarsfield presents the concept of a health 
care system, or more accurately, a series of 
health care programs, defined and directed by 
the communities themselves. Such communi- 
ties would presumably not be homogeneous, and 
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would vary widely in character. They might 
well cross ethnic boundaries in their self- 
definition, and thus could include the 
knowledge and skills of a broader range of 
resource people — healers trained in both 
southern and northern traditions. It is unclear 
whether this health care option would be 
negotiated on a community-by-community 
basis, as in the case of the adaptation of the 
justice system by various Indian bands, or 
whether a more general approach is possible. 

Robb’s article traces attempts by Canadian 
Indian bands to institute a local legal system. 
He uses this as an illustrative parallel to what 
may happen in the health care system. The 
current model essentially adds another level to 
the existing system, an approach which is not 
always readily accepted by the existing levels of 
government. This change, however, is still 
being accomplished by negotiation between 
some individual Indian bands and the federal 
and provincial governments. The solution to 
the desire for local legal jurisdiction could be 
satisfied by an add-on to the existing system; 
local-level jurisdiction is not seen as opposition 
to the dominant justice system. 

In the case of medicine, however, although 
the legal definition of a medical practitioner is 
broad, and could at first glance provide no 
impediment to the practitioners of alternative 
forms of healing, the problem is in fact much 
more complex. The solution is less likely to be 
an add-on to the existing system of medicine, 
because the alternative systems are challeng- 
ing the past system, and are therefore perceived 
to be in opposition to the medical monopoly 
which is built into the economic and social 
structure of the dominant society. Laws 
preventing alternative forms of medicine do 
exist. Perhaps a larger barrier is the pervasive 
ideology which narrowly defines medicine as 
that knowledge taught in university medical 
schools, and which acts as an effective block to 
the formal recognition and integration of 
alternative healing fields of knowledge into the 
mainstream of the accepted academic medical 
knowledge base. 

The problem facing the Native healer in a 
northern community, unlike the justice model 


described by Robb, is not limited to Indian 
communities. Formal acknowledgement of 
traditional Native healers by the medical 
institution may be perceived as the thin edge of 
the wedge which includes a broad spectrum of 
branches of alternative medical knowledge. 

The question is not, then, how to integrate 
Native healing into the existing medical 
system, but rather, how can the many forms of 
alternative healing knowledge be defined and 
formalized in such a way as to permit the 
regulation required by our system of law. 
Further, should the problem be approached 
separately by individual groups — be they 
Native communities, traditional healers, 
alternate medical practitioners, etc. or is a 
concerted approach more advisable? 

Local control of medical services in the 
North, then, is a much bigger issue if it involves 
recognition of traditional healers and other 
alternative forms of healing. Local control of 
university-style medicine would be much 
easier to achieve, and may be an intermediate 
step. This does not require changing any of the 
basic structure or ideology of the dominant 
society. Integrating the broad spectrum of 
healing resources, developing new training 
processes, and making them available to all 
members of a community on an equal basis 
insofar as possible does involve changing the 
social structure, not merely from a philosophy of 
centralization to one of localization, but by 
broadening the accepted definition of medicine 
itself. The elitism of university-trained 
practitioners is challenged, and is replaced by 
the option of community-directed practitioners. 
The focus on acute illness technology would be 
replaced by a preventive program focussing on 
socially-generated disease patterns — a low- 
technology approach. Inherent in this model is 
basic structural change in the current medical 
education and delivery system. 

Although some subsets, such as chiro- 
practors, have indeed organized and achieved 
some advantages, their gains are not extended 
to other groups. This echoes Robb’s legal 
example, in that the negotiating is thus far 
being carried out on a discipline-by-discipline 
basis, not unlike the band-by-band incorpor- 
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ation of local justice systems. We have learned, 
however, through the work of Otto Schaefer, and 
of Russell Willier, an Alberta Cree shaman, 
and others like them, that alternative healing 
methods are valid, and in some cases superior 
to the university methods. Thus, all forms of 
healing knowledge should be explored (but by 
whom?) and those which are valid made 
available to Canadian citizens, Indian or 
otherwise, with the same sort of professional 
self-regulation and government subsidy, on an 
equal basis, as other health knowledge systems. 
The mechanism by which this will be achieved 
will require more organization within and 
between the various practitioners, and an 
effective public education program. 

Three options exist: 

(a) separately gained acceptance at the 
government level of each of the many subsets of 
alternative knowledge; 

(b) the development of an insurance and 
regulation structure parallel at the provincial 
level to the existing one, but for the alternative 
healing arts; 

(c) integration of the alternate bodies of 
knowledge into the medical school model, as 
well as the development of alternate training 
routes. 

Robb and Sarsfield both argue that the 
southern, centrally-controlled, university- 
based model of health care education and 
delivery is inappropriate to northern needs. 
They both stress the need for fundamental 
structural reforms which, from their inception, 
involve the consumer of these services. Weller 
and Manga agree with the concept of 
decentralization, but do not go as far as Robb 
and Sarsfield in promoting local control. Their 
discussion comes close to suggesting a 
dismantling of the present northern health 
service system, and a redefinition of the 
components of medical knowledge. 

In the meantime there are southern-trained 
practitioners working in the North. Elizabeth 
Roberts raises the very immediate and personal 
questions faced by a sensitive doctor working in 
a Native community now. The professional and 
political contradictions that she sees raise 
important issues. She doesn’t yet have the 


answers, but her article reflects her own deep 
concern: What are the mechanics of revital- 
izing Native medicine? What sort of training is 
necessary for a doctor to work compatibly and 
in a complementary way with a Native healer? 
She is courageous in raising these issues, and 
her personal thoughts must be mirrored in the 
minds of many other doctors presently working 
in Native communities. 

The smallest unit of control offered here is 
the self-defined community. But the changes in 
the health care system will be reflected by the 
fundamental changes in attitude of the people, 
the individuals who together design, deliver 
and benefit from a health care system. 

Health care services are one of many foci, 
or windows through which we may enter into the 
process of structural change. This change will 
not happen without a base of research and 
testing of a variety of models, models 
originating from both northern and southern 
perspectives. We are currently at the stage of 
research and discussion. Individuals from 
various backgrounds are working to determine 
what a northern community really is. The only 
thing upon which everyone seems to agree is 
that northern communities are different from 
southern Canadian communities. Sarsfield 
argues that only a community can define itself. 
Still, this definition will be broad, and will 
include acknowledgement of the structure of the 
community, and the strengths and weaknesses 
which are consequences of the nature of the 
community. Such research will of course take 
into consideration historical conditions. It is 
here that the danger of perpetuating an etic, or 
external view of local history lies. Inherent in 
the etic view of the history of a northern 
community is the danger of perpetuating and 
reinforcing the ideology (habit?) of dependency. 
This danger is not excluded from an emic view 
because of the depth of inculcation of the values 
of the southern society into northern thinking. 

We are, as Roberts observes, living in a 
stage of transition. We even have a fairly clear 
idea of the base of the problem — the history of 
northern health care delivery, however well 
intentioned, and the economics of dependency. 
The papers here, and indeed, the workshop from 


which they have been drawn, have helped to 
define and clarify the questions — and 
isolating the questions is an essential step 
towards solving the problem. There may be no 
single solution, but only a new philosophy or 
paradigm which permits freedom for people to 
determine and fill their own needs within their 
own communities. 

If the problem is to be solved it will be by 
those who recognize the need to question, those 
who read, do research, consider; but most 
importantly, it will be solved by the consumers. 
Systems which are imposed from an alien 
society and which do not serve the consumer are 
destined to fail, despite the brilliance of those 
defining the systems. Until recently bureau- 
crats have been offering generalized answers, 
exploring the specific and personal nature of the 
questions. Now the questions are being refined 
by Native people, and by associated scholars. 


Dr. Schaefer: We have come a long 
way. In the fifties with tuberculosis 
being so infectious, about 85% of our 
workload as well as bed occupancy was 
due to that. We do not see practical 
nursing any more as our highest 
priority because we are now facing 
socio-cultural diseases such as 
alcoholism and drug abuse. I am 
particularly convinced that unless we 
give not only the feeling of decision 
making, but also the feeling that there is 
an obligation to work out their own 
problems, that this is the only way to 
overcome many of those socially and 
culturally-conditioned diseases like 
alcoholism. Native people have been 
made to feel like just powerless little 
kids never having any influence. 
There must be real influence, but along 
with influence, obligations have to go 
hand in hand. We must say, Yes, we 
will listen to you, but please form a 
health committee and work in a way 
which can give us a structured inter- 
action mode. If it is only one voice 
calling, or a hundred single voices, it is 
difficult to get any action done. 


The governments, both of the NWT 
and the Medical Services Branch from 
Ottawa, must recognize both the 
initiative coming from the local level, 
and the presence of southern advisors. It 
is astonishing how far they have come 
in recognition of that, and in trying to 
put it into action. When I was there I 
came to similar, but perhaps not_fully 
digested ideas twenty years ago, and 
everybody laughed at me! 
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Health Issues in Northern Canada 


Peter Sarsfield 


Premises 


The WHO definition of “health” as 
encompassing general well-being is intuitively 
acceptable to most. Anyone who has sat beside a 
sick child, or found it necessary to obtain relief 
from pain, or attempted to provide comfort to 
those who are “ill,” knows that there is more to 
health than an absence of sickness, and more to 
ill-health than meets the eye. In spite of this 
view of health being so palpably true, it is also 
truly awkward, being so difficult to measure 
and so intrinsically abstract as to lead to calls 
for a return to the days when if you weren’t 
“sick” you were “well.” It is so much easier to 
place a bandage than to place a solution, even if 
the wound is alienation rather than amputation. 

The concept of “community” is equally 
dependent on the eye-of-the-beholder, varying 
from person to time to place, confounding those 
who attempt to define it, due to its fluid borders 
and emotional center. Only the community can 
define itself, and only it can decide how it will 
achieve this. 

The health of a community is influenced by 
environmental, biological and lifestyle factors, 
as well as by health-care, the latter being 
generally last-and-least in importance. In spite 
of the intrinsic inability of health-care to 
deliver community health, many health-care 
workers and many communities adhere to the 
counter-productive image of medical services 
as the major influential agent, hoping that the 
next technological “advance,” or the most recent 
expansionist wave of expensive practitioners, or 
the latest victim-blaming theoretical posture 
will finally solve the stubborn “problems” 
facing communities. Northern Canada pro- 
vides vivid examples of this naive wish. 

In another of a long string of cruel ironies, 
health care frequently runs in opposition to 
community health, due to its narrow colonial 


outlook. One of the major problems in northern 
health is northern health-care, with commu- 
nities having to attempt to drastically change 
the style and content of their medical system, 
without destroying it. 

Any discussion of the problems facing 
health-care in northern Canada should be 
preceded by observation of the health status of 
northern peoples. The northern experience has 
manifested itself in waves of generalized ill- 
health, with the initial impact of infectious 
illness now giving way to a new epidemic of 
equally lethal lifestyle and environmental 
pathology. We have “progressed” from TB and 
starvation to suicide and malnutrition, from 
dehydration to drug abuse, and from 
dependency to self-destruction. In northern 
communities, still-births, perinatal death rates 
and death of children under one year of age are 
all over twice the national average. Death from 
violent causes, including accidents, suicides 
and murders, are ten times higher for 
indigenous northerners under age 25 than for 
the rest of the country. The life expectancy of an 
indigenous newborn is 20 years less than it 
would be if she were born in urban southern 
Canada. Social conditions parallel the grim 
health statistics. People are living in cold, 
crowded, poorly-built housing, more often than 
not without proper provision for sewage or 
garbage disposal, and often with only 
contaminated water to drink. 

The fact that health-care influences health 
is not debatable, but the extent of the influence is 
debatable. In the health-care divisions of 
research, education and service, including the 
acute, chronic, preventive and rehabilitative 
functions, what is essential is that the local 
medical service be supportive of community 
strength and self-determination, rather than an 
oppressive reactionary force. 
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Research 


Remote northern communities have an 
urgent need for information regarding the 
unique aspects of their evolution, including 
personal and interpersonal stress, education 
aims and efficiency, health-care priorities and 
methods, environmental monitoring, waste 
and sewage disposal, cross-cultural variables, 
and behavioral and lifestyle assessment and 
modification. The need for such research 
relevant to the needs of northern communities 
is obvious, but the methods, priorities, and 
controls to be implemented remain far from 
obvious. Many potential studies which are 
considered to be very relevant by northern 
communities are apparently perceived to be 
either too broad and nebulous, or too mundane 
and “unscientific,” for many urban 
researchers who instead concentrate on topics 
which are more easily definable and more 
easily funded, but are often also more esoteric 
and less useful to the communities being 
studied. Although the community-based 
pressure to produce “applied” research is 
increasing, the responsiveness of researchers 
and funding agencies to locally defined 
priorities still lags far behind. We need a more 
comprehensive sharing of more essential 
information. 

In research, as in so many other aspects of 
northern health-care, if the communities are to 
obtain maximum benefit they must control the 
structure and function of the service, often to a 
degree and in a manner which might not be 
necessary, or appropriate, in urban Canada. 


Health Education 


The mandate of health educators, which 
includes all northern health-care workers, 
should be to provide information regarding 
topics defined by the community, in a manner 
acceptable to the community. However, this does 
not seem to be the case, as all too often the topics 
and the method of presentation are defined by 
practitioners who do not know the community, 
with predictable ineffectual results. When 
faced with this view of community-based health 
education, the practitioners will often insist on 
their over-riding obligation to their community 


(i.e. medicine), or will even fall back on their 
“education” and “professional expertise” as 
giving them the right and knowledge to define 
community needs. 

Community familiarity and affiliation are 
educational experiences of far more local value 
than degrees or technical skills. If the health- 
care workers accept the premise that the 
community defines the community, including 
needs and problems, then they can begin to work 
with and within the community to define 
methods of change and conservation. Health- 
workers who adopt this view tend to see 
themselves as being in need of education, and 
as being in partnership with community 
members regarding topics of interest. When 
such a community-based practitioner perceives 
a “problem” which the community does not 
appear to define in the same way, the only non- 
alienating option available is to convince the 
community that it is in their best interests to see 
things differently. This is more frequently 
achieved by non-authoritarian community 
members who, incidentally, happen to be health- 
care workers. 


Service 


The “service” of health-care is the key to 
community acceptability. If the community is 
unhappy with the service provided, especially 
the acute-care service, nothing else will have 
significant impact. While the risk of “tyranny 
of the acute” is a major one in northern com- 
munities, unless acute care is provided in a 
culturally appropriate and easily accessible 
manner, with adequate continuity and follow- 
up, the preventive, rehabilitative, health 
promotion and research efforts will be 
undermined before they begin. 

As well as the obvious logistic communi- 
cation and transportation challenges of 
providing comprehensive service to a small 
population spread over rural and remote areas, 
there are broader underlying issues which tend 
to be covert but which influence the style and 
content of health-care to a profound degree. The 
two most crucial and definitive of these issues 
are: who will have control of health-care in 
northern Canada, and who will provide it? 
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Once these questions are acknowledged as 
being legitimate, and resolved in favor of the 
communities, the day-to-day “problems” of 
northern health-care will become less 
confusing, less confrontational, and less 
important. 


Who Controls? 


In recent years the Canadian response to the 
epidemic levels of social pathology and 
generalized ill-health prevalent in northern 
communities, especially but not exclusively 
amongst indigenous peoples, has been one of 
shame and a stated determination to improve 
the conditions which have led to the damage to so 
many lives. The determination is more 
apparent than real, however, as Canada is 
apparently unwilling to truly reverse those 
colonial conditions of enforced dependency and 
territorial dispossession which have led to the 
self-destructive behavior of so many indivi- 
duals and communities in the sub-arctic and 
Arctic. There is presently a self-evident failure 
to properly understand the forces at work in 
rural and remote communities, or alterna- 
tively, the forces of destruction are understood 
but the steps necessary to reverse the ill-health 
are simply economically unacceptable to a 
Canadian public bent on resource-extractive 
industrial development, on a concentration of 
these resources in urban areas, and on an urban 
centralist domination of political and social 
power. 

There continues to be much hesitation and 
confusion regarding what form “self- 
determination” will take, and to what extent 
this self-determination will be acceptable to the 
Canadian majority. Premier after premier, 
and citizen after citizen, demands to know the 
shape and purpose of self-government before 
agreeing to its implementation, all the while 
acknowledging its need. In a classic vested- 
interest summary of this quandary, Premier 
Peckford of Newfoundland and Labrador stated 
in 1981 that, “In principle we have no real 
argument. There are legitimate rights and 
legitimate claims being made upon the people of 
Canada and the people of Newfoundland and 
Labrador. It is a question of what it will cost us, 


both financially and economically.” Fears of 
economic loss cancel the admitted real debt, and 
self-interest takes precedence’ over 
unconditional rights. 

To approach the well-being of communities 
of people as if it were separable from political 
and social issues, and as if it can be defined 
and corrected from outside, is a hypocritical 
pretense. It is equally misguided to approach the 
health of northern communities as if it were 
separable from other social issues. Money, 
professional advice, and good intentions will 
not ensure good health for northern communi- 
ties. The World Health Organization recog- 
nizes that good health can best be assured 
through maintaining and _ guaranteeing 
healthy socio-economic and cultural systems, 
and that conversely the abusive treatment, 
exploitation and humiliation of societies will 
lead inevitably to collective and individual ill- 
health. 

Communities have to be given control over 
their futures, including vital economic 
decisions about land use and energy options. 
The inclination of government in recent years 
has been to acknowledge rhetorically the need 
for self-determination while at the same time 
steadfastly preventing any real realignment of 
power from urban to rural Canada. The attempt 
at compromise and patchwork has been 
ineffectual, with powerless advisory boards and 
committees merely acting as buffers between 
the administrators who hold the power and those 
who are demanding change. Consultation is 
recommended but rarely occurs, and when it 
does it is often treated as unrealistic nonsense 
and is subsequently ignored. The bureaucratic 
catchwords change from “local involvement” to 
“devolution” to “shared venture,” but the results 
are the same: the communities do not control 
themselves but are instead controlled from 
outside for the benefit of others. 

If it is accepted that the main obstacles to the 
health of rural and remote communities are in 
fact social and political and not medical, then it 
becomes obvious that what is needed is social 
and political change. Specifically, communi- 
ties must be given control of local budgets, as 
well as the right to hire and fire all employees, 
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management of all local facilities and 
institutions, ownership of regional traditional 
use lands, control of sub-surface resources, and 
the setting of policy in such areas as wildlife 
management and education. The right of 
control in all these areas is vital to community 
health, and if constitutional change is required 
to extend such rights to communities then this 
must be done. 

The rural and remote communities of 
Canada appear to be less and less willing to 
accept the role of resource-rich treasure chests 
placed there to benefit others, and of dependants 
on the bottom rung of Canadian social 
development. Those who support these 
communities in their attempt to reject their role 
as someone else’s frontier should help 
challenge the myths that have led to this 
situation, and help redefine the truths which 
will correct it. 


Who Provides? 


The real center of any effective health-care 
system, and the only measure of its worth, is a 
concerned and responsible community. Next in 
line in importance are the primary-care 
providers, such as interpreters and nursing 
station support staff, nurse practitioners, com- 
munity health representatives (CHRs), family/ 
community medicine physicians, dental thera- 
pists and dentists. These community-based 
health workers consume a much smaller 
percentage of available resources than do 
hospitals, administrators and tertiary-care 
providers, and yet reach a much larger 
percentage of the population in more lasting 
ways. | 

Consultant services to northern communi- 
ties are also an important part of a linked 
system which relies on the possibility of 
referral, and the sharing of problems, in 
attempting to offer quality care. The system 
fails and the quality of care suffers, however, if 
the primary-care people are forced to do without 
tertiary-care and administrative opinions and 
options, or are forced to mimic those roles 
without the appropriate training. In the same 
way, consultants who have been forced (or 
allowed) to convince the community (and 


themselves) that they provide better “primary” 
care than the local generalists are also offering 
a dangerous and misguided service, as their 
training and their location do not permit 
appropriate handling of primary-care 
problems. 

This linked system of primary, secondary 
and tertiary service is dependent on a reliable 
and efficient transportation and communica- 
tion system, which responds and is accountable 
to the community-based practitioners and not to 
urban-based administrators. 


The Role of the Providers 


Northern communities often find them- 
selves in need of imported health-care workers 
to provide health-care and related consultative 
advice. The role of these imported practitioners 
and advisors is usually a vague and shifting 
one, with the questions of who they work for, 
and what they are working to achieve, often 
being perceived differently by the community 
and the worker. For example, are professional 
advisors simply paid advocates, taking which- 
ever “side” of an issue their employers choose, 
or are the professionals serving themselves and 
the ideals and standards of their “profession,” 
pursuing political and ideological streams of 
their own definition? 

For those involved in these awkward 
questions during the last 20 years, whether from 
the viewpoint of community employer or 
consultant, the result on one hand has been 
frequent concern regarding the cultural cost of 
the professional advice, and on the other hand 
frequent and escalating identity crises. To 
ignore either, however, has even worse 
consequences than the painful and occasionally 
disabling introspections and negotiations 
which accompany dealing with them, because 
when the problems are ignored the consultants 
become either irrelevant or dominant, neither 
of which best serves the interests of the 
communities. 

Many evaluators of the dilemma facing the 
northern communities in hiring health-care 
consultants feel that the solution lies in the 
training and utilization of indigenous pro- 
fessionals. The hope is that the shared cultural 
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values will be stronger than the socialization 
process of professional training, leading to a 
health-care worker who can see events from 
both “sides,” a cultural switch-hitter who can 
therefore respond more appropriately to local 
needs. 

The reality is sometimes quite different. 
The pattern which has been exhibited for many 
decades by non-indigenous professionals, in 
which the attractions of the urban middle class 
lead the few rural graduates to avoid going 
“pack” to rural areas, may be repeated by 
indigenous professionals as they settle in the 
city and not in the northern communities. Even 
for those who do work in rural and remote 
areas, the demands and expectations they face 
often make the “return” a difficult feat, as they 
are expected to do and deliver far more than they 
(or anyone else) are capable of, being called on 
to immediately fulfill medical and political 
roles which are complex, polarized, and often in 
opposition to each other. 

In spite of these difficulties, however, there 
is no question that one of the key aims of 
encouraging training of indigenous profess- 
ionals is to increase the access-to and 
appropriateness-of the service offered. It is 
hoped and assumed that as more indigenous 
health-care professionals graduate, they will be 
less vulnerable to the no-win options of hero-or- 
martyr, and will be more likely to practice 
effectively in rural, remote and urban areas 
with indigenous clients, and will do so for a 
longer period of time. 


Pendulum Politics 


In the health-care arena, as in other 
political fields, the pendulum of opinion and 
activity is not a subtle instrument but instead is 
relatively insensitive and prone to wide and 
uncontrollable swings. It can be argued, with 
both moral and historical strength, that it has 
become necessary for the pendulum of health- 
care politics to swing away from professional 
dominance and resulting northern depen- 
dency. The risk of professional dominance, 
with its associated disabling of the citizen and 
increased acculturation pressure, has simply 


proved to be too great a risk for many northern 
communities to tolerate, especially when the 
stakes extend so far beyond the narrow limits of 
health-care. The northern communities cannot 
afford patrons, no matter how powerful or well- 
intentioned, or how “professional.” 

The alternatives, however, are not always 
so obvious, nor so palatable. Many northern 
communities, for example, are faced with either 
choosing dominant foreign consultants or 
doing without, an increasingly awkward 
choice. If a northern community cannot afford 
health-care consultants, due to the cultural and 
financial price, then the community itself has to 
debate and negotiate with the professionals 
hired by government or industry. Health and 
Welfare, Indian Affairs, the provinces and 
large companies, feel no obligation to avoid 
using highly trained and _ expensive 
professionals in countering northern claims or 
demands. These consultants do not appear to 
have any philosophical hesitation in adopting a 
full and partisan advocacy role on behalf of 
their clients, which is often not the situation 
facing northern communities when they do hire 
expert advice. The plaintiff in the health-care 
court is told, in effect, “You have to do this 
yourself, because if you don’t you’ll be 
dependent on us.” The overwhelming need for 
citizen-science and self-advocacy does not 
demand that this occur. What is demanded, 
however, is that the individual, group, or 
community have the right of choice and the right 
of control of their advocates, and that these 
advocates be aptly uninhibited in their defense 
of their clients’ best interests. 

Health-care consultants should be directed 
and controlled by their community-based 
employers after being chosen due to the 
attributes of interest, ability, compatibility, and 
Gf they wish) culture. Professionals who are 
controlled in this way, directed by the wishes 
and needs of those being served, are of minimal 
threat to the independence or culture of the 
employer. Such consultants are not patrons, nor 
are they dominant, they are simply advisors 
and advocates, hired to act on behalf of another 
in a specified forum, for a specified purpose. 
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Conclusion 


It is only through a combination of local 
control of community health-care, long-stay 
and culturally-appropriate primary practition- 
ers, and adequate access to stable consultant 
services that community-responsive health- 
care can be ensured. Even these ideals, if 
realized, cannot hope to produce healthy 
communities, as that is far beyond the 
capabilities of health workers, resting instead 
with the will of the public and the political 
process. Offering community-responsive 
health care which supports rather than oppresses 
community needs is the best that health-workers 
can hope to offer to northern communities. 

As there is a distinct possibility that the 
choice of a community-based control of health- 
care will not enhance the urban/physician/ 
hospital power base that is presently attempting 
to be dominant in northern health-care, it is 
unlikely that such initiatives will occur without 
experiencing vigorous and powerful opposition, 
and will therefore need equally vigorous 
support. It is certain, however, that without 
fundamental changes in northern socio- 
political structure the ill-health and human 
wastage will continue. Health-care is but one 
small part of the process, and it continues to be 
resistant to change. We must support the 
necessary changes rather than oppose them. 
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Health Care Providers: 
The Solution or the Problem? 


Dr. Elizabeth Roberts 


The Native people of Canada developed a 
successful “health system” of traditional 
healing which is highly specialized to meet 
their needs and to maintain a balance with their 
surroundings. In recent history, this “system” 
has been devastated and in some places 
destroyed by the advent and the availability of 
Westernized medical practice. The result has 
been the introduction, over the past 50 years, of a 
non-Native health care system which defines 
services needed by Native people and which is 
predominantly made up of non-Native 
professionals. This system presently domi- 
nates within the Native community at large. 

Despite a growing population of Native 
people, only a handful have entered careers as 
health care providers within the Westernized 
system. In the future we can optimistically hope 
that the balance of traditional and Westernized 
healing will be defined by the Native people and 
that Native people will participate fully within 
the Westernized health services as they see 
appropriate. We may also hope that the 
identification of health care needs of Native 
people, the designing of programs to meet these 
needs and the policy-making and control of 
these services will be in the hands of the Native 
people themselves. | 

Unfortunately, this may be some time into 
the future and health care continues to present 
pressing needs. We are moving into a time of 
transition. This transition period holds many 
unknowns and consequently presents many 
fears and concerns for both Native and non- 
Native people, whether health care provider or 
consumer. The only certainty is that of change; 
change that will span the whole spectrum from 
minor alterations of present systems to major 
upheavals and the development of new, as yet 
undefined, systems. 


During this time of confusion and 
uncertainty, non-Native care providers will 
have to make a choice — whether to help Native 
people to reach for a healthier future or whether 
to obstruct and hinder their efforts to create an 
environment which will be vital for the health of 
their children. Non-Native health care 
providers can either become part of the problems 
facing Native people or may choose to become 
part of the solutions. 

Over the past 20 years, the role of health care 
providers in the North has undergone relatively 
minor change. The resident nurse, general 
practitioner or visiting specialist has provided 
services and made modern technology and 
drug therapy available. They have successfully 
dealt with problems such as life-threatening 
infections, serious trauma, complications of 
child-birth and the control of chronic disorders. 
The statistics of mortality reflect these 
successes; however, it is significant that the rate 
of improvement has slowed down. Statistics 
show improvement compared with 50 years ago 
but continue to show a significantly lower 
standard of health within the northern 


population than within the Canadian population 


at large. 

Health care providers are trained and 
encouraged to intervene. They are taught to 
identify the problem for a patient, decide upon 
the best solution and offer instructions to the 
patient as to what they must do or change in 
order to relieve the problem. It is difficult for 
many health care providers to allow patients to 
participate in solving their own health problems 
and to sometimes admit that there is no simple 
solution they can give to their patients. 

There is no doubt that in some situations, the 
availability of trained personnel, equipment 
and medications has beneficially affected the 
outcome of a serious condition. However, it is 
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now timely that the Westernized technological 
practices be put into balance with the other 
factors that affect the health and well-being of 
Native people. The restoration of traditional 
practices and the definition of this balance is an 
important step to restoring this balance. To 
many non-Native health care providers, this is 
a very threatening and personally devastating 
prospect to envision. | 

We must now make two assumptions: first, 
that any health care system develops in an 
attempt to solve health problems and improve the 
health and well-being of its consumers; second, 
that individuals working within the system 
also believe that they are there in an attempt to 
have positive impact on the health and well- 
being of the individuals and families with 
which they work. 

From these assumptions, we should 
logically go on to identify the health problems 
with which the “health system” and the 
individuals within it are trying to cope. This 
may then assist in clarifying the role that is 
required today to accomplish these efforts. 

Mortality and morbidity statistics reflect 
one way of assessing these health problems, or 
rather the sicknesses prevalent and their 
outcomes. In many communities there are 
deaths related to substance abuse, violence and 
accidental trauma. Morbidity reflects poor 
nutritional status with iron-deficient anaemia, 
obesity, diabetes mellitus and frequent 
infections. With the viral infections, there are 
frequent complications and Native children are 
more likely to spend time in hospital than non- 
Native children due to these problems. 

However, these tools of assessment give us 
only a partial picture of the situation and there 
is a need to take a wider perspective of the 
community issues which have an effect on 
health and well-being. This may be called the 
holistic view of looking at health and, whatever 
the name, coincides with the Native way of 
viewing health rather than illness. Within this 
broad definition of health lies the factor of the 
exceptionally high rate of unemployment 
amongst Native people in many communities 
and amongst those living in urban settings. 
Also significant is the comparatively lower 


average grade of education attained by Native 
children, the small number of children 
completing high school and the limited number 
of adults successfully graduating from colleges 
and universities. 

Perhaps from these types of factors, we 
should then proceed to identify the lack of 
opportunity for Native people to control many 
aspects of their own lives. This lack of control 
was very obvious in the days of the Indian 
agent, usually a non-Native person who, up 
until only 15 years ago in some parts of the 
country, had the power and indeed the 
responsibility to decide who received extra food 
supplements, jobs, housing, etc. This lack of 
true control is still pervasive in many aspects of 
life within the communities. Most importantly, 
it has been identified by Native leaders and 
elders as being one of the major issues which 
must be resolved before many others. It is the 
issue of the return to self-government by 
Canada’s first nations. 

Non-Native health care providers have a 
difficult task ahead of them in this transition 
period, but a choice of whether to actively help or 
whether to actively hinder must become their 
first step and must be taken within the 
consideration that Native self-government will 
become a reality and non-Native health care 
providers will have to re-examine their role 
within this context. A choice of helping must be 
followed by a decision to be willing to learn how 
to help and what must be altered in order to be of 
assistance. 

Many of the significant problems identified 
by Native people themselves and reflected in the 
statistics are problems stemming from 
community development struggles. This is the 
crucial issue that must be acknowledged and 
faced and which presents the greatest challenge 
to any non-Native health care provider. For any 
health care provider to have a positive impact, 
his/her efforts and work must reinforce the 
ideals of community development as much as 
possible and will need to be carried out 
alongside his/her role as primary, secondary or 
tertiary health care deliverer. 

Some of the questions facing everybody 
must be: How can the health care provider 
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change from being the manager, controller and 
intervenor in every case to become a facilitator, 
support and resource worker when required? 
How can intervention, when medically felt to be 
to the benefit of the patient or family, be carried 
out without compromising the ability and 
responsibility of the patient or family to be 
involved in decision-making? How to change 
from acting as a professional who has spent 
many years learning to identify others’ 
problems, providing answers and remedies as 
needed and imposing them to that of being able 
to encourage the family or individual to define 
and seek solutions to their own problems? How 
to listen and respond rather than to tell? 

Non-Native health care providers have the 
opportunity today to practise their medicine 
alongside traditional methods. They are 
compatible and can provide alternatives to 
Native people and other northern residents. 
This can only take place with the recognition of 
the importance, the relativity and the credibility 
of traditional healing. We must be willing to be 
open and respect, as colleagues, those Native 
elders who practise their healing skills and 
wish to share with non-Native medicine in 
helping their patients. Professional health care 
providers must demonstrate their respect and 
co-operation by taking a back seat when it is 
clearly indicated that this is appropriate and 
will enhance the solving of the situation by 
Native people themselves. 

Community development is not a mystical 
concept vaguely applied to nebulous “commu- 
nities.” It is a concept that can guide a health 
care provider in his/her work whether with 
individual, family or community. Non-Native 
health care providers can demonstrate their 
understanding by taking on this new role of 
offering reliable information and options to 
their Native patients and their families. They 
can demonstrate their respect for their patients 
by encouraging and “allowing” them _ to 
participate jointly in the decision-making 
process regarding management, investiga- 
tions, alternative therapies, life-style changes 
and relevance of traditional healing. The 
patient will then be able to respond to this 
approach by taking an active part in making 


choices that affect the health of themselves and 
their families. This will enhance the processes 
already in place by which the community at 
large will make choices for the future. 

To summarize, non-Native health care 
providers presently working in Native 
communities have a responsibility to learn for 
themselves the principles of community 
development, decide how they can incorporate 
these approaches into their particular situations 
and go further by implementing the changes 
necessary for them to begin to work in their 
“new” role. If they are unable or unwilling to 
take these steps and recognize the changing 
needs within their work place, they may be 
wiser to re-consider their desire to work in 
Native communities. This is an urgent need 
and any delay or lack of productive change may 
seriously hamper the health and well-being of 
future generations. We must all exercise our 
right and our responsibility to choose for 
ourselves as health care providers whether to be 
a positive support to the changes that are 
happening or a negative burden which will 
delay and obstruct. 
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Legal Impediments to 
Traditional Indian Medicine 


James C. Robb 


Introduction 


In this paper the legal impediments to the 
establishment of a traditional Indian medicine 
model will be examined. Comparison will be 
made with the establishment of a traditional 
Indian legal model at the Saddle Lake Indian 
Reserve, where many of the same impediments 
have been considered. While the medicine and 
legal models are not completely comparable, 
they hopefully provide a method of analysis in 
circumventing the legal impediments. 

The word “circumventing” is deliberately 
chosen. Many Indian bands today are asserting 
a right of self-zovernment and are attempting to 
take control in a number of controversial areas: 
child welfare, membership, hunting and 
fishing, legal justice, and medicine. One can, 
as with the membership issue, attempt to force 
the issue by an assertion of right in court; or one 
can attempt to devise a model that is acceptable 
to conventional governing bodies and avoid 
litigation. The latter approach, the legal model, 
was that taken by the people of Saddle Lake, 
Alberta. 

There are two problems with this approach: 
(a) there is a fine distinction to be made in 
determining whether the model developed 
delivers what is wanted or whether it has been 
overly compromised; (b) one must anticipate 
that approval may not be obtainable and 
therefore there must, in the final analysis, be a 
willingness to litigate. The latter may be an 
important bargaining position. 

Finally, one important distinction between 
a legal justice model and medicine model must 
be noted. The justice model must necessarily be 
community based. An individual-oriented 
justice system may be theoretically possible 
(rooted in ethical and moral theory) but 
practically speaking, it is unworkable. There is 


not the same imperative for the medicine 
model. As with a host of other non-main stream 
medical practitioners such as chiropractors, 
naturopaths, homeopaths, and psychic healers, 
it is possible for the traditional Indian medicine 
persons to ply their arts as individuals. 
Nevertheless, the community-based solution 
should be examined as it may be one way of 
circumventing legal impediments, as hopefully 
will be demonstrated below. 


The Traditional Indian Justice Model 


The essential characteristics and impli- 
cations of the proposed Saddle Lake Indian By- 
law which would establish a legal system for 
that band may be summarized as follows:! 

1. It asserts jurisdiction over a variety of 
matters presently adjudicated by provincial or 
federal courts including child welfare, 
adoption, civil actions and criminal matters. 

2. Three basic compromises are evident 
from the jurisdictional provisions: (a) non- 
residents of the reserve are not bound by the by- 
law but they may voluntarily submit to 
jurisdiction; (b) residents may choose to use the 
outside court system — to attempt to oust the 
courts entirely would undoubtedly invite 
litigation;2 (c) it is expected that major crimes 
would continue to be dealt with by the outside 


1The by-law has been approved in principle by the 
band council. Partial implementation has occurred 
with the establishment of a person designated as band 
peacemaker. A copy of the proposed by-law can be 
obtained from Professor J.C. Robb, Faculty of Law, 
University of Alberta, Edmonton, Canada, T6G 2H5. 
2Not only on the issue of the band’s jurisdiction to 
develop a model, but also on the issue of whether the 
band has established a court within the meaning of s. 
16 of the Constitution Act. 
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courts — it is doubtful that the federal govern- 
ment would concede a jurisdiction to deal with 
such offenses as homicide. On the other hand, 
having some criminal jurisdiction is in keep- 
ing with American tribal court powers which 
have jurisdiction over all offenses except major 
crimes as defined by the Major Crimes Act.1 

3. Unlike the American tribal courts, this 
proposal does not contemplate the simple 
transference of the anglo system of courts onto 
the reserve. Rather, it proposes an arbitration 
system which is basically the system used by 
another traditional court, the beth din rabbinical 
court. 

4. Unlike most American tribal courts, 
Indian traditional laws are to be the 
jurisprudence used in the settlement of issues 
(Keon-Cohen 1980-81).2 This is of major 
importance as it allows completely different 
cultural traditions with respect to property and 
family to be brought to bear on specific issues. 

5. Unlike the anglo system presently used, 
the focus of the proposed system will be 
compensation and reconciliation rather than 
punishment and deterrence. 

In devising this system, a number of factors 
were carefully examined. Many of the same 
factors may well apply to the development of a 
traditional Indian medicine model. They are 
issues which bear strongly upon the ability to 
negotiate the removal of legal impediments. 
The factors are as follows: 


Faults With the Current System 


Critiques of the present criminal justice 
system as it affects Native people have been 
exhaustively documented. Over-representation 
of Native people at all stages of the system, 
including charges, arrests and incarceration 
rates have been utilized most effectively in 
asserting demands for changes to the present 
system (Bienvenue and Latif 1974; Alberta 
Board of Review 1978; Canada, Department of 
the Solicitor General 1975). To a large extent, 


118 U.S.C. 1151. 

2The New Mexico Pueblo Indian band is the only 
American band to operate on the basis of traditional 
laws. 


the changes demanded have centered upon 
reforms of the conventional system with such 
things as cross-cultural awareness programs, 
development of band police forces, development 
of Native lawyers and legal aid programs 
specifically aimed at Native people (Prairie 
Justice Research 1985). Some researchers have 
advocated stronger methods, asserting that the 
problems of over-representation flow inevitably 
as by-products of colonization and under- 
development of Indian bands (Prairie Justice 
Research 1985). Hence, there are a number of 
studies which advocate the usage of tribal 
courts. Some have warned that simply placing 
an anglo system of justice onto the reserve 
would not suffice (Prairie Justice Research 
1985, Morse 1980, Schmeiser 1968). 

At Saddle Lake, the over-representation 
argument was one that was examined. 
However, a more unique argument was that the 
present system is not utilized. That is, many 
crimes are not reported because of a lack of trust 
and faith in the system and because it does not 
accord with Indian traditions of compensation 
and reconciliation. 

In certain civil areas, the contrast between 
anglo legal traditions and Indian traditions 
becomes even more glaring. The prime 
example is child welfare. The Cavanaugh 
Report on Child Welfare in Alberta revealed 
that 44% of children under wardship in Alberta 
are Native children (Department of Social 
Services, Alberta 1984). The Penner Report 
indicated that the proportion of Indian children 
in compulsory care has risen steadily to more 
than five times the national rate; and the 
proportion of Indian children in Young 
Offenders Court is three times the national rate 
(Canada, Parliament, House of Commons 
1983). According to the report, the disproportion- 
ate numbers stem from a non-recognition of 
problems of poverty and from the fact that laws 
administered by social welfare agencies are 
based on a non-Indian concept of the family. 
Again, reform has been based upon changes to 
the existing system by way of tripartite 
agreements establishing band presence in the 
system and advocating that children not be 
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removed from the Indian community.! Other 
bands, such as the Spallumcheen Band, have 
been more aggressive and have asserted 
jurisdiction over child welfare matters. 

In short, the defects and faults with the 
conventional system have been well researched 
and documented. In each area, the problem is 
not just a matter of form, but substance as well 
— the non-recognition of Indian traditions. 

With the proposal for traditional methods of 
medicine, the same type of analysis is required. 
What is wrong with the current medical system 
as it relates to Indian people? Is it a matter of 
lack of delivery of existing services, the 
scarcity and remoteness of hospitals and 
doctors? Or, is it a matter of lack of confidence 
in conventional medicine; is conventional 
medicine lacking something that traditional 
Indian medicine can supply? Is it a combin- 
ation of the two? 

If the problem stems from the first question 
alone, the legal impediments to establishing a 
traditional medicine model become heightened. 
If the problem stems from the latter two 
questions, there is a basis for negotiating the 
removal of legal impediments. 


Establishing the Tradition 


This question is closely related to the first 
question since the answer to it is dependent upon 
the existence of a viable tradition. To some 
extent, establishing the existence of a viable 
Indian medicine tradition may be easier than 
establishing a viable Indian justice model. In 
the area of medicine, the existence of herbal 
remedies in Native communities was 
recognized, and more importantly, documented 
with approbation by early researchers. The 
listing of drugs such as quinine, novocaine, 
codeine, and vitamin C in pharmacopeia 


Tripartite agreements have been established in British 
Columbia, Alberta, Manitoba and Ontario. 

2The band passed a bylaw asserting jurisdiction over 
child welfare matters, including off-reserve children. 
The federal government did not exercise its power of 
disallowance within the prescribed forty day period (s. 
82(2) of the Indian Act). Negotiations ensued resulting 
in a stronger tripartite agreement. 


established an early record of credibility 
(Driver 1975). Other methods such as the use of 
sweats and spirituality in healing methods 
similarly received quick approbation from 
conventional doctors (Driver 1975, Powell 1973, 
Ridington 1968, Bahr 1973).? 

The same foundation was not present when 
assertions of traditional justice models were 
being made. Early notions stereotyping 
Indians as warlike and uncivilized were a 
block. Even when traditional Indian customs or 
laws were recognized by courts they were 
granted in pitying tones. Thus, cases exist 
recognizing Indian divorce customs, but 
usually in the context of bigamy charges where 
the court asserted that the Indian people were 
incapable of meeting “civilized” standards with 
respect to marriage (Rf. v. Nan-e-quis-a-ka, [1889] 
1 Terr. L.R. 211; Re Noah Estate, [1961], 32 
D.L.R. (2d) 185). 

It has only been recently that a clearer 
picture of sophisticated justice mechanisms has 
been established. A critical step in this direction 
was the inter-disciplinary work of Llewellyn, 
Hoebel and Adamson (1970). At the Saddle Lake 
Indian Reserve the importance of the inter- 
disciplinary approach was quickly recognized. 
A team approach by anthropologists, legal 
personnel, and local people was considered 
essential. 

Thus, to some extent, the establishment of a 
traditional medicine model may not be 
perceived as being as radical as establishing a 
traditional justice model. 


The Desire For Traditional Indian Methods 


In this sense, it is easier to press the case for 
Indian medicine than it is for Indian justice. At 
the international level, few examples of folk 
law actually being utilized can be pointed to. 
The tendency, in countries such as the United 
States (Conn 1978), Australia* and 


8Driver in particular describes the American practice 
of doctors working with medicine men. 

Australia has a system of aboriginal tribal courts but 
not based upon traditional practices (Keon-Cohen 
1980-81). 
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Greenland! has been to grant autonomy to 
aboriginal peoples, but to set up legal machinery 
established by the dominant society. Thus, the 
critique of the conventional system remains the 
stronger argument. 

The continued practice of Indian medicine 
makes it easier to assert a demand for 
traditional methods. The demand is not so 
much one of permitting traditional medicine 
methods to be used, but to recognize and 
formalize it. 


Legal Impediments 
Denial of Sovereignty 


The objectives of Indian self-government 
are: 


1. to increase local control and 
decision making; 2. to recognize the 
diverse needs, traditions and culture of 
those it serves; and 3. to provide 
accountability to local electors, rather 
than to a federal bureaucracy.” 


In Canada, the primary impediment to 
establishing traditional methods (whether legal 
or medical) is the lack of sovereignty of Indian 
bands. The American position is recognition of 
tribal government in accordance with Indian 
sovereignty, subject to limitations imposed by 
Acts of Congress (Worcester v. George 1832, 
U.S. Department of the Interior 1961). In U.S. v. 
Charles, the right of Indian bands to govern 
themselves in accordance with their own laws 
or customs was upheld ([1938] 23 F. Supp. 346). 
Although significant limitations have been 
created by statutes such as the Major Crimes Act, 
and the Indian Civil Rights Act, the starting point 
of sovereignty is very significant. 


1The Danish government and the Inuit population of 
Greenland have negotiated a home rule type of 
government including a separate criminal code, but not 
one based upon tradition (Saddle Lake Indian Band 
1986). 

2Communique issued by Minister of Indian Affairs on 
Feb. 5, 1986 concerning enabling legislation for Indian 
self-government for the Sechelt Band. 

3While these are major limitations, a number of cases 
have indicated that the provisions are to be construed 


In Australia, sovereign status has not been 
recognized, nor has a notion of inherent title to 
land. Nevertheless, it has been recognized that 
aboriginals are subject to a separate, recog- 
nizable system of traditional law peculiar to 
themselves (Milirrpum v. Nabalco 1970). 

In Canada, while title to land has been 
recognized, the notion of sovereignty has not 
been given judicial recognition. Rather, the 
ethnocentric view has prevailed. As a result, 
jurisdiction to legislate in accordance with 
customs and traditions is viewed as flowing 
from the permissive power under the Indian Act 
and not from any notion of sovereignty. It is a 
status of dependency rather than sovereignty. 
The only inherent rights recognized flow from 
the notion of property (Keon-Cohen 1980-81: 254 
ff.; Calder v. Attorney General of Canada 1973). 

While the government of the day recognizes 
the notion of self-government, it is something 
conferred by government and not recognized as 
the inevitable extension of sovereignty. This is 
presently the subject of legal challenge.* Never- 
theless, from the standpoint of negotiations, it is 
important to understand the ramifications of the 
current position and to understand that 
government is not yet prepared to accede to the 
proposition of rights flowing from sovereignty. 


Federal Legislation 


Flowing from the lack of sovereignty is the 
basic proposition that Indian people and bands 
are subject to federal legislation. S. 91(24) of the 
Constitution Act provides that the federal 
parliament has exclusive legislative juris- 
diction with respect to Indians. This has been 
interpreted as providing an unfettered power to 
pass legislation which binds Indians, even if it 
has the effect of breaching a treaty (R. v. Sikvea 
1964). More recently, the courts have indicated 
that legislation breaching a treaty may give 


against a background of tribal tradition and law 
(Groundhog v. Keeler 1971, McCurdy v. Steele 1973). 
4Several Alberta bands are challenging the recent 
membership amendments to the Indian Act on the basis 
that it violates their right of Indian self-government 
(Walter Twinn et al. v. Attorney General of Canada, 
Federal Court Action No. T-66-86). 
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rise to an action similar to breach of contract 
(Pawis v. The Queen 1979); the federal 
government is in a trust position toward Indian 
bands, and is therefore accountable for 
financial harm attributable to government 
actions (Queen v. Guerin 1983). Nevertheless, the 
basic proposition is that the concept of 
parliamentary supremacy governs. 

On the other hand, it is currently asserted 
that ss. 25 and 35 of the Constitution Act provides 
a basis for Indian self-government.! The 
government's position is that any such right has 
long been extinguished and certainly prior to 
the enactment of ss. 25 and 35. Fundamentally, 
the latter was the position adopted by the Alberta 
Queen’s Bench in R. v. Steinhauer (1985). 

The issue will undoubtedly be resolved by 
the Supreme Court at some future date. The 
difficult decision to be made is whether to await 
the outcome of the current litigation or negotiate 
with the government, understanding that its 
position is that it has legislative supremacy. In 
the case of the justice model, the decision was to 
negotiate, but at the same time assert the band’s 
right to enact a by-law providing for establish- 
ment of the model. Presently, the model has 
been partially implemented. 

With the medicine model, there is federal 
legislation which may be in direct conflict with 
the establishment of a traditional medicine 
centre. Under s. 3 Food and Drug Act, it is an 


1S, 25 provides that the provisions of the Charter of 
Rights and Freedoms shall not be construed so as to 
abrogate aboriginal or treaty rights; s. 35 asserts the 
recognition of existing aboriginal rights. In the Twinn 
action, supra, n. 26, the bands are hoping to establish 
that an existing aboriginal right is a right of self- 
government. The government has argued 
extinguishment and sought to strike out the statement 
of claim on that basis. In an unreported judgment on 
the motion, the trial division ruled that the doctrine of 
extinguishment is not necessarily the correct view and 
the matter should be dealt with at trial. It should be 
noted that the Supreme Court in Simon v. the Queen, 
[1985] 2 S.C.R. 387 held that the extinguishment of an 
aboriginal right is not to be lightly implied. 

2Veit, J. held that s. 25 did not add rights; and s. 35 
protects only those rights existing as of April 17, 1982. 


offense to advertise any food, drug, cosmetic, or 
device to the general public as a treatment, 
preventative or cure for any diseases, disorders, 
or abnormal physical states contained in 
Schedule A. There are over forty diseases or 
ailments listed and include: alcoholism, gout, 
depression, diabetes, gangrene, influenza and 
obesity. 

It should be noted that the gravamen of the 
offense is advertising, not the possession or 
usage of the drugs. Thus, the individual who 
covertly makes such treatments available, or 
who advertises in a way circumventing the 
provision, is protected. However, to publicly 
advertise the treatment of diseases or conditions 
runs afoul of s. 3. 

This creates the potential for criminal 
liability for the individual who seeks to openly 
use traditional herbal/spiritual methods of 
cure. 


Provincial Legislation 


Provincial governments do not possess 
legislative jurisdiction with respect to Indians. 
However, by virtue of s. 88 of the Indian Act, 
subject to any terms of any treaty or Act of 
Parliament, all provincial laws of general 
application apply to Indians, provided that they 
are not inconsistent with the Indian Act or any 
order, rule, regulation or bylaw made under the 
authority of the Act. The Supreme Court 
Majority judgment in Cardinal v. Attorney 
General of Alberta specifically rejected the 
notion that reserves were special enclaves 
immune from provincial laws (1982). The 
argument had been raised that s. 88 was 
intended to make provincial laws applicable 
only to off-reserve Indians. 

The argument was rejected. Accordingly, 
provincial laws will apply unless inconsistent 
with treaties, federal legislation, or regulations 
or bylaws passed pursuant to the Indian Act; or 
the provincial legislation can be interpreted as 
not being intended to be of general application. 

This raises a conflict between the establish- 
ment of traditional Indian medicine and the 
Medical Profession Act S. 76 which makes it an 
offense for anyone but a registered practitioner 
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to practice medicine. The term “practice 
medicine” is almost breathtaking in its scope: 


RSA 1980 
MEDICAL PROFESSION Chap. M-12 


77 (1) A person shall be held to practice 
_within the meaning of section 76 who 


(a) by advertisement, sign or state- 
ment of any kind alleges ability or 
willingness to diagnose any human 
disease, deformity, defect or injury, 


(b) advertises or claims ability or 
willingness to prescribe or administer 
any drug, medicine or treatment, 


(c) either 


(1) prescribes or administers 
any treatment, 


(11) performs an operation or 
manipulation, or 


(iii) applies any apparatus or 
appliance, 


for the prevention, alleviation or cure of 
any human disease, ailment, deform- 
ity, defect or injury, or 


(d) acts as the agent, assistant, or 
associate of any person, firm or 
corporation in the practice of medicine 
as set out in clauses (a), (b) and (c). 


(2) Nothing in this Act prevents the 
advertisement or sale to the public of any 
drug or medicine as defined in the 
Pharmaceutical Association Act. 


Its terms virtually capture the parent who 
administers cough medicine to a child much 
less the traditional Indian medicine person. 
Obviously, the Act is not enforced in that 
fashion. However, any perceived challenge to a 
monopoly situation in the practice of medicine 
as a means of livelihood may receive rather 
strict attention. 


The Act does provide that the legislature 
may specifically entitle a person to practice any 
science, therapy or system of practice, in which 
case the offense section would not be applicable. 

It is arguable that the Act cannot apply to 
Indian reserves, notwithstanding that it 
purports to be a law of general application. The 
argument is that it is inconsistent with s. 88 of 
the Indian Act, and cannot be construed as a law 
of general application intended to apply to 
Indian reserves. The reason is that the Alberta 
legislature could not pass a statute specifically 
authorizing an Indian band to establish a 
traditional Indian medicine centre, for the 
reason that such an act would be ultra vires the 
province. At the same time, there has not been 
an express delegation of authority by the federal 
government to the provinces to enact such a 
specific piece of legislation. Thus, the Act 
necessarily must be interpreted as not being 
intended to apply to Indian reserves. This 
distinguishes the situation from the numerous 
cases in which provincial laws have been held 
to be applicable to Indian reserves (Natural 
Parents v. Superintendent of Child Welfare 1975). 

It must be stressed, however, that such 
reasoning would only assist an Indian band, or 
person acting on the reserve under the authority 
of the band, and not the off-reserve practitioner. 


Criminal and Civil Liability 
Criminal liability 

S. 197 of the Criminal Code requires a 
parent, guardian or spouse to provide 
necessities of life, which has been interpreted as 
including medical services. More importantly, 
the courts have established that the test is the 
medical services that a reasonable person 
would supply, not such medical services as 
accord with the accused’s faith, religion or 
belief (R. v. Tutton and Tutton 1985). It is an open 
question whether cultural traditions will 
modify the stance of the courts. Similarly, s. 198 
of the Code requires that everyone who provides 
medical services is under a duty to have 
reasonable knowledge and skill. This has been 
interpreted as the skill of a physician in the 
usual sense of the word (R. v. Rogers 1968). This 
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raises obvious issues with respect to the 
traditional Indian medicine practitioner. 


Civil Liability 

Similar issues will arise with respect to 
tortious liability for medical malpractice. The 
current Canadian law indicates that a medical 
practitioner is not taken to guarantee success of 
any treatment (Johnston v. Wellesly Hospital 
1971). However, the practitioner is taken to 
possess the skill, knowledge and judgment of 
the average practitioner or class of technician to 
practice a new form of medicine (new in the 
sense of openly advocating an alternative 
medical service), and thus it is unclear how 
they would deal with it. In tort law, the courts 
have distinguished practitioners based on 
locality. For example, the country doctor may 
not be expected to have the same degree of skill 
as the doctor practicing in a major urban 
hospital (Johnston v. Wellesly Hospital 1971). It 
is not clear whether or not the courts would adopt 
the notion of locality based upon a community’s 
customs and traditions. 

This uncertainty must raise grave concerns 
for the individual who would like to openly 
practice traditional Indian medicine. Can such 
a person obtain liability insurance? Can such a 
person be employed by a medical doctor and be 
covered by that doctor’s insurance? Will the 
medical profession permit doctors to employ 
traditional Indian medicine practitioners as 
assistants? 

These questions make it imperative that 
there be coordination with the medical 
profession for the establishment of traditional 
Indian medicine clinics. While the legal 
model is intended to operate largely to the 
exclusion of the anglo legal system but 
integrates some of the anglo legal mechanisms 
into the system, the legal model does not face the 
same potential liability against individuals. 
Undoubtedly there will be challenges to 
decisions of a Native tribunal, but rarely will 
the issue of individual liability for damages or 
potential criminal liability arise. That is not 
the case with the medical model. In that area, 
the medical profession knows only too well of 
the potential for liability. Coordination with the 


medical profession might well solve some of the 
difficulties. 


Conclusion 


While there are several legal impediments 
to the establishment of a traditional Indian 
medicine centre, they are not insurmountable. 
Certainly with respect to the Legal Justice 
Centre at Saddle Lake, the immediate 


impression was that there were too many 


obstacles to overcome. However, upon careful 
reflection, the problems can be met. 

One answer is the community-based 
answer. Pursuant to s. 81 of the Indian Act, 
bands may pass by-laws with respect to health. 
That is a specific power afforded to bands, and if 
such a by-law were passed and was not 
disallowed by the Minister of Indian Affairs, it 
would automatically exclude the operation of the 
Medical Profession Act. It would also provide for 
the establishment of traditional medicine by 
way of statutory authority, which would assist 
on the issue of criminal or civil liability. 
Furthermore, as Native communities begin to 
achieve Indian self-government by way of 
special legislation from the Parliament of 
Canada, their jurisdiction to enact such by-laws 
will be even clearer. 

Again, this was the route chosen at the 
Saddle Lake Indian Reserve for the justice 
model. With careful preparation, negotiation, 
and convincing government officials and other 
professionals that a traditional model is viable 
and desirable, the impediments can be 
overcome. 
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The Feasibility of Developing an Integrated 
Health Care Delivery System in the North: 
The Case of Northwestern Ontario 


Geoffrey R. Weller and Pranlal Manga 


Introduction: Northwestern Ontario 


Health status and health care delivery are 
significantly affected by geographic, social, 
economic and political conditions. It is 
important, therefore, to briefly discuss these 
considerations before dealing with the way 
health care is organized in northwestern 
Ontario and the problems that are encountered 
in the region. 

Northwestern Ontario has an area of 
approximately 160,000 square miles which 
constitutes slightly more than half of the total 
area of the province of Ontario. The cities and 
towns are a long way from the provincial 
capital and many of the far northern 
communities are inaccessible by road and can 
only be reached by air or by water 
transportation. The vast majority of the region 
is made up of shield terrain which is rich in 
mineral resources but which has few areas 
where soil conditions are even moderately 
suited to agriculture. The climate of the region 
is harsh. Boreal forests cover most of the region 
except the part around Hudson’s Bay which 
consists largely of swampy lowlands. 

The population of Northwestern Ontario is 
very small. Only 238,896 or 2.74% of Ontario’s 
total population live in the region. Approxi- 
mately 125,000 people or 60% of the regional total 
live either in, or immediately adjacent to, the 
City of Thunder Bay. The population is racially 
and ethnically very mixed. It is divided be- 
tween non-Natives and indigenous peoples with 
a far larger proportion of indigenous peoples to 
non-Natives than in southern Ontario. The 
non-Native population, which is usually located 
in the larger centres, is ethnically very mixed. 


The Native population, which is usually located 
in the smaller, more remote communities is 
very fragmented. There are status Indians, 
non-status Indians and Metis. 

The economy of the region is resource 
based. The three big employers are the forest 
industries, mining and tourism. The trans- 
portation industry is also of importance because 
of the need to transport bulk commodities out of 
the region and because northwestern Ontario 
straddles Canada’s East-West transportation 
corridor. The power-generation industry is also 
of importance as are the traditional pursuits of 
hunting, fishing and trapping especially in the 
more northerly parts of the region. There are 
very few manufacturing industries in 
northwestern Ontario and agriculture is of 
relatively little significance. Currently the 
northern Ontario economy is in a bad slump 
while the economy of southern Ontario is 
booming. 

In many ways it is useful to think of 
northwestern Ontario consisting of two fairly 
distinct regions. One region is that below the 
50th parallel. This is the area of the larger, 
mainly non-Native cities and towns that are 
linked, if often poorly, by a road network and 
which are based largely upon the resource 
extraction industries. The other region is that 
above the 50th parallel. This is the region of the 
smaller, remote, mainly Native communities 
which are not linked by roads and where the 
traditional occupations of hunting, fishing and 
trapping are of much greater importance. The 
area north of 50° is characterized by remoteness, 


1A description of the economy of the region can be 


found in Weller (1980). 


poverty and, until recently, neglect which has 
created a situation where Ontario could be said 
to possess its own internal third world colony. 
While conditions are not as bad south of 50° they 
are not as good as they are in southern Ontario 
(Ontario 1985). 

The economic development of the region has 
served almost exclusively the interests of the 
corporate sector, both foreign and domestic, of 
the South. Government attempts to redistribute 
capital via public investment, tax and other 
incentives to develop the periphery, though 
appreciated, are widely perceived as modest. 
The environmental degradation that has so 
often been the by-product of development which 
serves the markets of the political and economic 
power centres in the South, is yet another 
manifestation of the marginalization of the 
people in the periphery and engenders the 
perception of being exploited. The out-migration 
of the young and the multiple-employment 
opportunities in the South deepen the feeling that 
northwestern Ontario is a “place not to be.” It is 
hardly surprising that there are a number of 
indicators of political disaffection such as a 
strong undercurrent of radicalism in both 
politics and labour and periodic calls for the 
creation of a separate province (Weller 1977, 
1985; Scott 1975; Miller 1980). 

More significant for health care and health 
care services than political disaffection is that 
the characteristics of northwestern Ontario 
result in there being little regional integrity or 
cohesiveness. Lack of regional cohesiveness is 
significant for health and health care services 
because it leads to a situation where the 
problems of the region and the potential 
solutions to the problems are not thought of in a 
region-wide or reasonably comprehensive 
context. As will be observed shortly, statistics 
are often not gathered on a region-wide basis so 
a comprehensive picture of the problem is not 
always obtained. The service delivery system 
is fragmented and disjointed rather than being 
supplied in the context of a clear regional plan 
centered on the region itself. Services are 
supplied from the South on criteria that, as will 
be observed, probably have more to do with 
Southern imperatives or motivations than 
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clearly perceived Northern need. Not only are 
many services supplied to the hinterland from 
the South, they are supplied from different points 
based on varying rationales. 


The Health of the Population of 
Northwestern Ontario 


While a great deal of statistical informa- 
tion can be obtained concerning health status in 
the region, it is rarely presented in a manner 
which results in it being easy to obtain a 
comprehensive region-wide view of the 
situation. The main reason for the lack of a 
comprehensive, comparable and complete 
picture of health in northwestern Ontario has, 
no doubt, a lot to do with the fact that service 
provision is divided between the federal and 
provincial governments and that even within 
this division of responsibilities, the planning 
and delivery of such services is the 
responsibility of different ministries and 
departments which have changed over time. 
Ambivalence and disputes between the two 
levels of government as to what and who should 
provide the services are yet other reasons for the 
informational problem. This multiplicity of 
systems contrasts markedly with a reasonably, 
though not perfectly, unified and coordinated 
system found in the South. There are no doubt 
historical and constitutional reasons for this but 
that would hardly excuse the provincial and 
federal governments’ lethargy and negligence 
in not organizing a useful health information 
system for the region. Sometimes fairly 
detailed data are collected for the various zones 
but they are not readily accessible. 

Given the statistics that are available, it is 
evident that the health status of the population of 
northwestern Ontario is generally not as good 
as for the population of Ontario generally. A 
recent review of mortality in the Thunder Bay 
District by the Thunder Bay District Health 
Council indicates that “for almost all causes of 
death Thunder Bay District has a higher rate of 
death than for Ontario” (Thunder Bay District 
Health Council 1986). Data gathered by the 
Kenora-Rainy River District Health Council 
indicates that the situation is similar in the 
western part of the region (Kenora-Rainy River 
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District Health Council 1985). In the Thunder 
Bay District for the years 1979-82 the rate per 
100,000 for all causes of death was 16% greater 
than for all Ontario while in Kenora-Rainy 
River for the years 1979-83 it was 20% greater. A 
disturbing remark is made in the Thunder Bay 
District Health Council’s review of mortality, 
namely that “the mortality rate for Thunder 
Bay District appears to have been increasing 
steadily since 1956” (Thunder Bay District 
Health Council 1986:3). This is disturbing 
because the overall mortality rate for Ontario 
has been decreasing over the same period. 

The infant mortality rate is widely 
regarded as one of the best indicators of health 
status. There is little doubt that the infant 
mortality rate for Indians has fallen markedly 
over the past decade (Morrison et al. 1986) and 
thus it can be assumed that the rate for 
northwestern Ontario has dropped as well. Not- 
withstanding this, significant difference in the 
infant mortality rate remains. Thus the 
Kenora-Rainy River District Health Council 
shows that the rate was 23.3 in Kenora and 21.0 
in Rainy River compared to 12.4 for all 
Ontario. Interestingly, the neonatal mortality 
(less than 28 days old) was 9.9 in Kenora and 
14.8 in Rainy River compared to 8.5 for all 
Ontario. Neonatal mortality is a bigger 
problem in Rainy River than in Kenora despite 
having a smaller Indian population and more 
hospitals to service a smaller area. However the 
post neo-natal infant mortality rate (28 days to 
one year) was 4 times higher in Kenora and 11 
times higher in Rainy River compared to the 
overall rate for Ontario. The leading causes of 
death during the post neonatal period were 
gastroenteritis and pneumonia (i.e., largely 
preventable diseases) followed by accidents. 
Low birth weight was not a factor at all in the 
higher infant mortality experienced in either 
area. Studies by Young (1979, 1981, 1984) reveal 
that the rate among the Sioux Lookout Zone 
Indians is higher than for all Canadian 
Indians and, of course, all Canadians. The 
causes of death of infants tells an interesting 
story. Almost all of the excess mortality is due to 
gastroenteritis and pneumonia. In fact Young 
shows that congenital malformations account 


for proportionately fewer deaths in the Sioux 
Lookout Zone than for Canada as a whole. 

The relationship between Ontario generally 
and the North holds good for morbidity as well 
as mortality statistics. A study conducted by 
Peat, Marwick and Partners in 1980 stated that 
“the major point to be noted is that Thunder Bay 
District has 10% more cases per 1000 population 
and 20% more hospital days per 1000 population 
than does the rest of Ontario” (Peat, Marwick 
and Partners 1980:21). 

The difference in health status has many 
possible causes. Relative lack of access caused 
by distance and non-availability of certain 
services no doubt contribute as do the harsher 
climate and the nature of the main employment 
opportunities. A lower level of affluence and 
high unemployment are probably also 
important factors. Life style patterns resulting 
from all of the above factors may also have an 
effect. For example, the rate of alcohol 
consumption and drug abuse by children is 
much higher in northern Ontario than in 
Ontario generally. The Addiction Research 
Foundation’s 1983 figures indicate that 
northerners drank 30% more per adult than 
people in Ontario generally with the very 
highest rate being in the Kenora District 
(Thunder Bay Chronicle Journal 1985). 

The biggest difference in health status is 
between the Native population in northwestern 
Ontario and the non-Native population of the 
region or the Ontario population generally. The 
infant mortality figures just cited and all the 
other available evidence indicate that the 
northern Native population suffers from the 
disease pattern of an underprivileged society 
(Young 1979, 1981, 1984; DIAND 1980), namely 
those diseases which are for the most part 
preventable by relatively unsophisticated 
means. The Native population also suffers 
disproportionately from problems related to 
social breakdown — suicide, poisoning, 
violence and alcoholism. The introduction of 
some modern medical services to the region’s 
Native population has, more or less, eradicated 
the major infectious diseases resulting from 
initial contact with Europeans. The health 
problems that remain are caused primarily by 


143 


the standard and the manner of living of the 
Native population of northwestern Ontario. The 
fundamental problem is that of inadequate 
basic community facilities in some instances 
and inadequate socio-economic development 
generally (Connop 1983, Morrison et al. 1986). 

The resources available to northern 
residents are in some cases fewer than for 
residents of the South despite the higher 
mortality and morbidity rates. There are much 
less favorable doctor-to-patient ratios, for 
example. The provincial government, however, 
has allowed for some of the problems 
encountered in the region by permitting there to 
be a higher hospital bed-to-population ratio than 
in the rest of Ontario. In the North the limit can 
be 4 per thousand as opposed to 3 per thousand for 
other areas. Despite this the shortage of other 
services is a constant theme of an NDP report on 
health care services in northern Ontario 
generally and is remarked upon in a recent 
Liberal party document which stated the North 
“continues to be under-serviced in the area of 
specialist services such as psychiatry, speech 
pathology, surgeons, francophone services, 
obstetrics and general practitioners” (Ontario 
New Democratic Party 1984). That there are 
shortages is also clearly recognized by the 
classification of essentially all of northern 
Ontario as “under-serviced” for the purpose of 
the government’s Underserviced Areas 
Program. 

While the health status of the residents of the 
region has improved considerably over the past 
thirty years, wide discrepancies exist between 
the region and the rest of Ontario and they are 
likely to remain largely because most of the 
mortality and morbidity is not amenable to 
simple solutions like providing more of the 
same kind of health resources. Notwith- 
standing the broader reforms that are needed, 
improvements in the health care system can 
help the situation. It is also not a question of just 
more health care resources but different kinds 
of health care resources and different structural 
and organizational features than those evident 
at present. We turn to these issues in what 
follows. 


The Organization of Health Care Services 


Health care services in northwestern 
Ontario are provided by a great variety of 
governmental and other agencies.! Perhaps the 
clearest division is between health care services 
for the Native population, which are provided 
largely by the federal government, and health 
care services for the non-Native population, 
which are provided largely by the provincial 
government. If one looks at a map of the region 
it also becomes clear that the federal 
government essentially operates a health care 
system north of the 50th parallel and the 
provincial government operates a health care 
system south of the 50th parallel. 

The federal government, largely via the 
Medical Services Branch of the Department of 
National Health and Welfare, supplies health 
services to status Indians on reserves in the 
provinces and thus is responsible for much of 
the health care services for Indians in 
northwestern Ontario, perhaps especially for 
those living north of the 50th parallel. Out of 
Sioux Lookout the Medical Services Branch of 
the Department of National Health and Welfare 
maintains a series of nursing stations in 
Native communities. A similar system of 
nursing stations is operated out of Moose 
Factory. Roughly south of the 50th parallel the 
Medical Services Branch operates a system of 
visiting nurses to outposts on or near reserves 
throughout the area with nurses based in the 
urban centres. The Department of National 
Health and Welfare maintains a zone hospital 
in Sioux Lookout. The 54 bed hospital serves as 
the administrative and supervisory centre for 
the network of nursing stations. It is operated in 
cooperation with the faculties of medicine and 
dentistry at the University of Toronto, Queen’s 
and Western. 

The non-Native population of the region 
receives health care services via the same 
channels as all other residents of Ontario. The 
Ontario Ministry of Health operates several 
nursing stations in northwestern Ontario. 


1The most comprehensive survey of the services 
available is now very dated (see Ontario no date - but 
approximately 1975). 
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These are located in communities that are too 
isolated or too small for full-time physicians. 
The provincial government also operates a 
system of 16 hospitals in northwestern Ontario. 
By far the largest capacity in terms of beds is in 
Thunder Bay with a total of 1,376 beds out of the 
regional total of 1,991. Despite this concen- 
tration of hospital beds, the city of Thunder Bay 
really does not act as a full-fledged referral 
centre for the region of northwestern Ontario. 
In the late 1970s the provincial government 
decided to institute what it regarded as regional 
planning in the health care field. To this end it 
established a system of 16 district health 
councils of which two cover the area of 
northwestern Ontario (Dixon 1981). These are 
the Thunder Bay District Health Council and 
the Kenora-Rainy River District Health 
Council. The creation of the two councils, while 
to some degree dictated by the immense size of 
the northwestern region, tends to fragment the 
health care delivery system and create a 
situation where planning is done on a sub- 
regional rather than a regional basis. 

It is clear even from this very brief account 
of the way in which health care services are 
delivered in northwestern Ontario, that there is 
no comprehensive approach to the matter. Two 
quite distinct health systems operate within the 
region, the federal and the provincial, and to 
some degree these overlap. In Sioux Lookout, for 
example, a federal and a provincial hospital 
exist almost side by side and some of the non- 
Native residents of the town even prefer to go to 
the slightly bigger Federal Zone hospital which 
has closer linkages with the southern medical 
schools. Moreover, referrals to Thunder Bay 
from the far north of the region must be 
processed through Sioux Lookout and through 
the two jurisdictions in both directions, adding 
greatly to the time and costs involved. Not only 
do two quite distinct health systems operate in 
the region but they are internally divided. In the 
federal case the division is not only between the 
Sioux Lookout Zone and the Moose Factory Zone 
but also between the nursing stations, with 
resident nurses north of Sioux Lookout and the 
system of visiting nurses south of Sioux 
Lookout. In the provincial case the division is 


between the Thunder Bay and Kenora-Rainy 
River Districts. 


Special Programs for Northwestern 
Ontario 

A number of special programs are currently 
in place, or planned, that are intended to 
alleviate the health care delivery problems 
faced in northwestern Ontario. All of these 
initiatives have been undertaken in a piece- 
meal fashion and not within the context of a 
clear, coherent plan for improving health care 
delivery in the region and they have only really 
partially ameliorated basic problems, not 
alleviated them. 

When the McMaster Medical School was 
opened in 1975, it began with something of a 
special relationship with the region of 
northwestern Ontario. This was partly because 
provincial government plans changed and 
instead of a new medical school being 
established in the North it was located in 
Hamilton. McMaster has claimed, since the 
establishment of the medical school, that it has 
given preference to applicants from 
northwestern Ontario. It is a little difficult to 
substantiate this claim because, while in 1975 
six of an entering group of 72 came from the 
region, the figure has been more or less steadily 
declining since and in 1985 achieved zero out of 
an entering class of 100!. Another program 


1The Admissions to McMaster have been as follows: 


Graduating Year ClassSize # From N.W.Ontario 
1975 72 6 
1976 80 6 
1977 100 7 
1978 100 5 
1979 100 3 
1980 100 4 
1981 100 2 
1982 100 2 
1983 100 2 
1984 100 5 
1985 100 4 
1986 100 3 
1987 100 2 
1988 100 0 
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provide “a small substitute for the medical 
school which was not placed in northern 
Ontario in the 1960s is the Northern Ontario 
Medical Program (NOMP)” (Neelands 1984:4). 
Essentially this program is a network of 
community-based teaching practices in 
northwestern Ontario funded by the Ministry of 
Health through the McMaster Health Sciences 
Centre. It is clear that the program has had 
many successes but when it comes to 
influencing the place of practice of students, its 
effect, while evident, is not sufficient to correct 
manpower supply problems. 

The University of Western Ontario operates 
with funds from the Ministry of Health, what is 
called the Northern Outreach Program (NOP). 
This program is stated to have the objective of 
contributing “to the development of health 
services in northern Ontario as requested by, 
and in collaboration with, the District Health 
Councils and the Ministry of Health in 
accordance with the recommendations of the 
Ministry of Health” (University of Western 
Ontario 1981:1). However, the connections of the 
Outreach Program with some of the councils is 
tenuous at best. Moreover, some of the services 
that are offered seem to be directly in 
competition with programs offered by Lakehead 
University, such as nursing, which might be 
more appropriately offered by the regional 
university than one in the south. 

The Underserviced Areas Program (USAP) 
of the Ontario Ministry of Health is one 
intended to address the problem of physician 
and other health professional distribution in 
Ontario. Although it operates province-wide its 
primary focus is on northern Ontario. It was 
started in 1969. The program provides 
incentives to entice physicians to the North. The 
inducements offered by the program in the form 
of incentive grants or a guaranteed annual 
income, are quite considerable. The program 
also operates a system of travelling specialists 
and a locum tenens pool. The program is said to 
designate certain communities as under- 
serviced on the basis of such facts as the number 
and age of physicians, practice loads, and 
community characteristics such as age and 
distance to the next community. However, there 


is no listing that is publicly available to each, 
nor is there a list of the communities which are 
under-serviced and in what respect. The 
program has probably made an otherwise 
intolerable situation tolerable but it has not by 
any means solved northern medical manpower 
problems. While doctors have been attracted to 
the North this has not always been done as a 
result of clear criteria and it has been at a high 
cost to both the provincial government and the 
communities. Some might even question the 
morality of the incentives offered. Loyalty to, 
and self investment in, a community are 
minimized and physicians have often only 
stayed as long as the incentive payments last. 
This has resulted in a high turnover rate of 
physicians in northern communities which is, 
of course, not a very satisfactory situation. 
Many northerners regard the program as a 
kind of perpetual band-aid rather than a proper 
solution to the problem (Incentives ... 1985). 

The Ontario Ministry of Northern 
Development and Mines is also involved in 
attempts to improve the level of health services 
in northern Ontario. It currently finances 45 
bursaries of $5,000 each, per year, for under- 
graduate medical students and students in other 
health disciplines who are in their last two 
years of university. Students who receive these 
bursaries agree to spend one calendar year in 
practice in areas designated as under-serviced 
for each year of academic financial assistance 
received. The Ministry is also involved in a 
program of capital assistance to municipalities 
that wish to construct medical or dental 
facilities in those communities designated as 
under-serviced. 

The region of northwestern Ontario is so 
large that an efficient system of connectors is 
required between the various parts of the health 
care system in the region. Major advances have 
been made in the area of reliable telephone 
service to the more remote parts of the region 
using new technology. However, experimenta- 
tion with satellite technology to produce a tele- 
health network has not really been as successful 
as was hoped. Another important connector is 
air transportation, which is the only form of 
transportation available in many places and is 
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transportation available in many places and is 
often essential for the evacuation of patients. 
Regularly-scheduled airlines are used as much 
as is possible but the provincial government 
operates a small fleet of planes and helicopters 
as an air ambulance system. This service, 
along with a helipad building program at 
hospitals and a Ministry of Northern 
Development and Mines program of airport 
construction at remote communities, has been 
both much needed and popular with the public. 
Even here, however, there have recently been 
complaints. This has been because of the recent 
centralization of air ambulance dispatching for 
the whole of Ontario from Toronto. Previously 
the task of assigning planes and helicopters to 
transport patients and injured people in 
northwestern Ontario was handled from Sioux 
Lookout. The Sioux Lookout General Hospital 
administrator says a number of problems have 
been caused because the Toronto dispatching 
centre does not understand the conditions and 
special requirements of northern communities 
or even where most of the places are (Thunder 
Bay Chronicle Journal 1985). 

The most recent special program intended to 
try and improve health care in northwestern 
Ontario and elsewhere is the provision, under 
the Medically Necessary Travel Act, of 
financial assistance to northerners who must 
travel south for medical attention. The 
Northern Health Travel Grant provides grants 
of up to $350.00, depending upon the distance that 
has to be traveled. It is estimated that it will cost 
$10 million in the fiscal year 1986/87 and $13 
million the following year (Thunder Bay 
Chronicle Journal 1985; Ontario, An Act to 
Provide ...). Such a program had long been 
desired by the New Democratic Party and by the 
Liberal Party, when the Conservatives were in 
power, and so it was quite a high priority item 
for legislative action when the Progressive 
Conservatives were defeated in 1985. While in 
many ways the program is helpful there are 
very many dangers involved in its application. 
One fear is that it will lead to a greater 
movement of people to southern Ontario because 
many services do not exist in the North and, 
therefore, there will be pressure for the 


expansion of facilities for northerners in the 
South. It would seem more sensible to try and 
ensure that facilities and services were 
expanded in the North so that medically 
necessary travel and its associated costs were 
reduced to a minimum. Unless very closely 
monitored, this program could have precisely 
the reverse effect to that which was intended, 
namely the expansion of health care services in 
southern Ontario and the removal of the 
incentive to locate more services in the North. 

The programs detailed in this section were 
undertaken in a piecemeal fashion and not 
within the context of a comprehensive plan to 
improve health care delivery in the region. 
While they help ameliorate the problems faced 
by the region they do not alleviate them. A new 
approach and additional initiatives are 
required. 


A New Approach to Health Care Delivery 


It is our contention that really significant 
improvements in the delivery of health care 
services will not occur unless a truly regional 
perspective is adopted. If a regional approach is 
not taken, band-aids will simply continue to be 
applied to symptoms rather than an attack made 
on the sources of the problems. 

A regional perspective, however, will be 
very difficult to develop both within and without 
northwestern Ontario. Individuals outside the 
region, even those supposed to know something 
about it, are surprisingly ignorant of the basics. 
Even the Procedural Affairs Committee of the 
provincial legislature felt it necessary to 
remark on the ignorance about the North that is 
pervasive within government (Ontario, 
Standing Committee on Procedure Affairs and 
Agencies Boards and Commissions). The 
problem is compounded by the poorly developed 
consciousness of the region among the residents 
of northwestern Ontario referred to earlier. 

The first step to achieving a truly regional 
perspective would be to undertake a detailed 
region-wide study of health care needs. This 
should include not only the acquisition of basic 
demographic data where it is absent, as in the 
case of the Native community, but region-wide 
mortality and morbidity data, also broken down 
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by population sector, as well as population “at 
risk” data. From this information, a clear 
indication of region-wide needs should emerge 
as well as information about the types of things 
that should be targeted. It would also clearly 
reveal the differences in health status and 
needs compared with other regions. Since 
health status is not simply a matter of health or 
medical care services per se but also socio- 
economic circumstances, region-wide studies 
should be linked which would assess the 
situation with regard to the adequacy of 
housing, education, employment, standard of 
living and the health-related services delivered 
by local governments. If comprehensive data 
were acquired, then perhaps a comprehensive 
scheme for tackling the problems could be 
devised to replace the piecemeal effects which 
are currently undertaken with little success, 
judging by the probable overall mortality 
relative to the decrease province-wide. 

The second step would be to attempt to get as 
close to the creation of a unified service for the 
region as is possible. The irrationality and 
overlap in health delivery is caused by the fact 
that service provision is divided between the two 
levels of government and fragmented by area 
within both levels. We are under no illusion 
that this would be an easy undertaking. There 
has not been an easy working relationship 
between federal and provincial health services 
in any of the northern regions of any of the 
provinces. We are simply arguing that it would 
be more desirable and likely to be more efficient 
and cost effective if all residents of the region 
received services from the same sources which 
were all part of an integrated system. We are 
also well aware that the moves to Native self- 
government may add yet another political 
obstacle to the creation of a unified service. 
However, we still suggest that as much 
integration as possible is desirable. 

The third step would be to move the locus of 
health care decision making to the North as far 
as is possible. Clearly a great many problems 
are caused by having the locus of decision 
making a long way away from the region itself 
and vested in those with relatively little 
familiarity and, in some cases, even little 


sympathy for the problems of the North. Most 
logically Thunder Bay would be the main 
regional administrative and service location 
and the hub of a regional transportation and 
communications network. 

The fourth step would be to establish 
Thunder Bay as the major referral centre for 
the whole region. This could be done in several 
stages. The major hospitals in the city have 
already agreed on the value of the concept of one 
hospital board and even of one major hospital in 
the city. If this new facility were linked with the 
regional university, Lakehead University, by 
building it on university property, this would 
facilitate useful educational initiatives in the 
health care field. Moreover it would make the 
city a much more attractive location for 
specialists and, thereby, help alleviate the 
shortage of specialists in the region. This, in 
turn, would reduce the need to spend large sums 
on medically-necessary travel to southern 
locations, or, dread the thought, on an expansion 
of medical services in the South to deal with the 
greater flow of northerners to the South caused 
by the introduction of the medically-necessary 
travel program. 

The fifth step would be to develop a more 
rational and efficient system of health 
transportation based on Thunder Bay as the 
major referral centre. This would require the 
cooperation of the federal and provincial 
governments and, in the not too distant future, 
of the Native self-government agencies. 
However, if there were an integration of 
“connectors” on a region-wide basis this would 
likely provide better service and, possibly, effect 
cost-savings compared with delivering the 
same services from many locations in the 
South. Fewer people would have to be transported 
(especially since half the regional population 
lives in the vicinity of Thunder Bay) and those 
transported would, in most cases, have to travel 
a lesser distance. Moreover, coordination and 
dispatching could be performed closer to the 
locations involved than is currently the case. 

The sixth step would be to develop 
educational programming, outreach services 
and continuing medical education activities 
radiating out from one location within the 
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region rather than several locations in the 
South. A satellite up and down link system 
throughout the region could be coordinated from 
the regional referral centre and used for both 
medical and educational purposes. In addition, 
a computer network linked to both medical and 
educational locations could be coordinated from 
one central point and used for a great variety of 
purposes ranging from library services to 
research. The recently announced Distance 
Education Initiative to be funded by the 
provincial government in northern Ontario 
may, in fact, be the precursor of such an 
integrated regional communications system. 
The seventh step would be to greatly enhance 
the training of health care professionals 
relevant to the North in a setting within the 
targeted region rather than trying to recruit 
them from southern regions by incentive 
schemes. This strategy in other northern 
regions, such as northern Scandinavia, has 
been far more successful at meeting the health 
professional manpower requirements of 
northern regions. A first initiative within this 
context would be to link McMaster’s NOMP 
program and Western’s Northern Outreach 
Program with the regional university, Lake- 
head University. A second initiative would be to 
establish training programs for those health 
professionals that the regional needs-study 
identifies as sorely lacking at either Lakehead 
University or Confederation College, whichever 
is the more appropriate. These could range from 
dental therapists, medical social workers and 
community health representatives to 
physicians. While the regional population is 
probably not sufficient to establish a full 
medical school in the North on the pattern of the 
northern Scandinavian medical schools 
(Tromso, Umea and Oulu) much the same effect 
on manpower retention in the region might be 
effected by creating a two-year medical school 
at Lakehead University. Special two-year 
medical schools in the United States, such as the 
one at the University of Minnesota, Duluth, 
have demonstrated an ability to produce 
individuals who will stay and practice in 
targeted areas or types of communities (Boulger 
1978). A linkage would still be required to one or 


more of the southern Health Sciences Centres 
but this would be coordinated from one central 
point in northwestern Ontario to one or more in 
the South as opposed to the present uncoordinated 
situation of linkages from multiple points in the 
North to multiple points in the South. 

Given the very serious health care problems 
faced by the Native population of northwestern 
Ontario, an eighth step would be to begin a 
region-wide coordinated approach to developing 
relevant educational programs for Native 
people in consultation with the main Native 
groups in the region. Post-secondary 
institutions should, in the light of the needs 
identified by the regional study advocated, 
develop both special provisions for entry into 
regular programs or special programs intended 
to produce Native graduates not only in the 
health or health-related professions but also in 
those fields needed as background for the 
administration of health services when self- 
government comes to pass. 

It should be emphasized that we are not 
recommending the simple transposing or 
copying of the manner of delivery and resource 
mix of the health care delivery system of the 
South to the North. We are reasonably certain 
that an analysis of needs would, on the 
contrary, reveal that reforms aimed at 
changing the mix of resources and the manner 
of health care delivery and organization would 
be necessary. That is, it is most likely that it 
would reveal a need not only to break up 
existing patterns of delivery and to change the 
locus of planning and decision-making but to 
develop a more appropriate mix of services and 
a better balance between health and other 
services including a long term economic 
development strategy. 


Conclusion 


The types of changes we have described here 
will be difficult to effect for several major 
reasons. In the first place, simply getting the 
attention of those in southern centres of power 
who could effect such changes is difficult for 
many of the reasons already cited. Secondly, 
the changes would require an initial capital 
investment of fairly sizeable proportions which 


may be hard to justify in a period of fiscal 
restraint, even though better service would 
result and savings might well be effected over 
the long haul. In addition, the suggested 
changes go against vested interests and the 
established way of doing things. In the 
educational sector, for example, the suggested 
changes would not only enhance Lakehead 
University’s role relative to the southern 
universities and cause some changes in their 
operations but it would require the adoption of a 
completely new way of viewing the northern 
universities (Lakehead and the Laurentian 
system) which might lead to there being, to some 
degree at any rate, two types of universities 
(rather than just ones of different size) within a 
single system. Another problem is that the type 
of changes suggested here are probably 
regarded by many as too close to being 
conscious planning for a region, something 
which is often regarded as being, by definition, 
socialistic and thereby easily dismissed as 
inappropriate in the Ontario context. Thus it is 
dangerous to make comparisons with Sweden, 
as we have done here, because it is too tempting 
for people to opt for the easy way out of doing 
anything by saying that such things are only 
possible in socialistic planned societies such as 
Sweden’s and are not possible in Ontario!. 
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